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^ Preface 



This is the final report of a two-year study of nursing and. 
nursing education undertaken early in 1981 by the Institute of 
Medicine of the National Academy of Sciences. The study, contracted; 
by the Department of Health and Human Services, wai3 Mandated by. Public 
Law: 96-76, ±he Nurse Training Act Amendments of 1979. 

The study was prompted by controversy in thie late 1970.8^ a to i 
?!whether further substfintial federal outlays for nursing education 
would be needed to assure an adequate supply o£ nurses. The intent of 
the congressional mandate as expressed in the legislative history was 
to secure an objective assessment of the needjfor'cbntinued federal 
support of nursing education programs, to make recommendations for 
improving the distribution of nurses in medically underserved areas, 
and to suggest actions to encourage nurses to remain active in their 
profession. i 

Over an 18-year period beginning in 1965, more than $1.6 billion 
was appropriated under the Nurse Tr;aining.l Act. Programs were 
established and periodically revised wjith the primary intention of 
expanding the supply of nurses but also to imprcwe the quality ^ahd 
distribution of this supply V This wais accomplished by ^^^i^ , 
capacity, of educational iilstitutLons j providing^^^^^ s financial 
assistance^ and increasing the opport^ nurs^es to obtain one 

or another form of advanced: traiin^lri^ suQh as^that vrequi^ 
a clinical nurse specialist or a hur;se; pra^ 
executive branch of four successive 'federal 

decreased support for nursing educat ion have reif lec ted a convic t ion 
that these forms of federal support for nu ^ 
have outlived their usefulness, with the possible exceptio 
amounts of support for selected objectives such as preparing particular 
kinds of nurse specialistis. Throughout the period, however. Congress 
continued to, urge more generous support of nursing education and to 
express concern about the effects of withdrawal of federal support. 
Authorizations for certain of the Nurse Training Act programs that 
peaked in the 1970s have been continued, albeit at decreased levels of 
support. ' / 



The Study Charge 



The congressional charge embodied in Section 113 of the Nurse 
Training Act Amendments of 1979 spelled out the purposes of this study 
as follows: 

(a)(1)(A) to determine the need to continue a specific 

program of Federal financial support for nursitig 
education! 

(B) to detenaine the reasons nurses do not pMCtice • 
in medically underserved areas and to-develop 
recommendations for actions which could be taken 
to encourage nurses to practice in such areas, 
^ (C) to detennine the rate: at which and the reason? 

for'which nurses leave the nursing profession and 

to develop recomraeridat ions for actions which ^ 

f ' could be taken to encourage nurses to remain tn^^ 

or re-enter the nursing profession, includi^ 
actions involving practice settings conducive to 

the retention of nurses. 

The part of the st^^j^y described in paragraph Xa)(l)(A) shall 
include consideration of the following: 

(a)(2)(A) the need for nurses under the present health care 
delivery system and under such system as it may be 
modified by increased use of ambulatory care 
facilities or as it may be changed by the Enactment 
of legislation for national health insurance. 
Determination of such need shall include^ , ^ 
determination of the need for nurses trained in 
each type of school' of nursing (as defined in 
Section 853[2] of the Public Health Seryice Act) [a 
dipjLoma school of, nursing, an as sociat€5 degree - 
school of nursing, or a colleg iate school award ing 
baccalaure^*? or gtc^duate degree 
nurses vi^jLtH; graduate: trai 

practitioner cJinical^s^ ^"^^^ 
administratxirs arid nurs^ 
(B) The cost of'/riursing education arid a comparison 
the cost of.education at each type of school of 
nursing' (as: so defined);'a costs 
of each of the graduate program^; 
iC) The/^vailability;.of other^^^s^^ for 

nursing education, incliiding ; support under general 
programs of Federal-financial support for 
" postsecondaryieducation, under State and other 
public progr^s, and from private sources. 
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The statute also specified that final recommendations, be made 
after a two-year study of all the considerations described in th2 
subparagraphs/ and that, if a need for continued federal financial^ 
support for nursing is found, the study was to recommend the form it 
should take and the basis for such recommendations. The study also was 
instructed to recommend actions to' encourage nurses to practice in 
undeiserved areas, to remain in or re-enter the nursing profession, and 
to. make practice settings more conducive to the retention of nurses.^ 

The study's recommendations on federal support -of nursing education 
are addressed principally to the Committee on Labor and Human Resources 
of the Senate, the Committee on Energy and Commerce (previously the 
Coramittee on Interstate and Foreign Commerce) of the House of 
Representatives, and the Secretary of the Department of Health and 
Human Services. However, the facst that Congress has directed the 
study to consider the nation's need for various types of nurses and to 
develop recommendations for actions that could be taken to. encourage 
nurses tp practice in' underserved areas and iio remain in or te-enter 
the nursing profession broadens' the audience to include state 
governments artd the private sector. Nurses and nurse educators, 
inciividually and through their organizations, are a vitally important 
audience, as are the state commissions, on higher education, many^ 
health professional associations, and otsher groups with a stake in the 
•future of nursing education. Many remedial actions can be carried out 
only by those who set organizational, management, and personnel' 
policies , in hospitals", nursing homes, public health departments, and 
other agencies that employ nurses.. 



Conduct of the Study 

Under a preliminary contract awarded in 1980, the Institute or. 
Medicine established a broadly based planning committee to outline^ the 
scope .and identify the major issues for study^. Upon receipt of the 
final contract, a full iatudy coramittee was constituted in 1981 to ^ 
establish specific policies and procedures for the study staff, to 

carry on continuing dieliberations, and_t£^Jbie^ 

study's recommendations. • In liAe^ith established practice, the 
committee was cor>r?osed of InstiCute-members and other nationally 
recognized experts with experience "in analysis and the formulation o:f 
public policy as well as in other disciplines related tonursing 
issues. Over the period of the project, the full study committee met 
five times for a total of 11 days of deliberations . In addition, 
individual committee members have spent countless days in preparation 
for meetings, participation in the work of subcomraittees, advisory 
panels, and workshops. > 

\ The committee established a number qf ad hoc advisory panels of 
additional experts to assis^t in specific aspects of the study. It 
also engaged consultants, commissioned working papers, and secured the 
informal: participation (through its workshops and other means) of a 
broad selection of the nursing profeission' s representatives arid of • 
others with! authojritative knowledge in relevant fields. Although- 



Institute and Academy policy precluded committee membership by official 
representatives or employees of national organizations with a direct 
interest in the outcome of the study, ample opportunity was afforded 
in the course of the study to obtain information and opinions from 
representatives of nursing and other organizations. 

The study began with activities required to prepare an interim 
report at the end of six months, as called for in the statutory 
mandate. An extensive literature search was conducted; subsidiary 
questions relating to the congressional charge were developed and 
explored; an open meeting was held on May' 18, 1981, at which^ 
individuals and representatives of organizations concerned with 
nursing testified; and written statements, data^ and recommendations 
were solicited and received from a wide range of groups and 
individuals. Seventy-five recent state level studies;-of nursing were 
identified,\collected, and analyzed; working papers were prepared on 
numerous issues pertinent to understanding nurses' satisfacti^^ 
dissatisf act ion with various conceptions of nursing ro les ; a detailed 
review was conducted of survey and inventory data dealing with the 
characteristics arid requirements of education and employment settings 
for bb t^h regis ter ed nurses and 1 icensed pr ac t ical/ voc a t ional nurses ; 
and an analysis v^as^ of the assumptions and Mthods employed by 

the Department ot Health and Human Services and by states to project 
the future needs and the future supply of nurses. 

On August 5, 19Sfl , the study 's interim report was transmitted to 
the Congress and to the Secretary and was made available for public 
consideration. Comments were received from numerous individuals and 
organizations. Thiase were reviewed by the committee and staff and 
were taken into, account during the conduct of subsequent study 
activities. 

Many activities begun earlier continued throughout the balance of 
the study. In addition, major workshops were conducted on the 
economics of nursing and graduate nursing education; ad hoc advisory, 
panels were appointed, and members particiMted. in group meetings and 
in individual consultations during the cbiirdp of the study. The study 
staff also kept in touch ,with new developments in the nursing fie Id by 
means of site visits in ten states and at tendV^e at selected ^ V 
conferences and meetings . : In particular, close liaison was maintained 
with the National! CoraraLSsipn on N^^^ aHstiidy: group of officials 

and members, of nationai health associations and organizati6n8,^^^^^w^ 
concurrently was addressing crucial professional issues in nursing. 



A Note About Data 

. The following advice from the former Coianittee for Interstate and 
Foreign Commerce of the House of Representatives is included in its 
report on the legislation in which the study wai3 mandated: 

' It is the committee 's i*ntent that the required study 
concentrate on re'i^ew and anal^js is of ongoing studies 
and available infomation respecting nursing education 

. ^ /■,;■;'■'■■../•,■ XViii y' /■ ^ " 
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and the existing and potential supply and demand for 
nurses, rather than a wHolesale duplication of present 
undertakings 1 • • • 

Thus, major new data collection efforts were explicitly 
discouraged. Instead the study based its findings primarily on its 
syntheses. and interpretation of data secured from many existing: 
sources. We found certain important information to be outdated or 
unavailable in the detail desired. Generally, there is a lag of 
several years between the conduct of national nursing surveys and the 
availability^f their results. For example, both the study '.s interim 
report of July 1981 and the Secretary's Third Report to Congress in 
February 1982 had to rely on survey data collected in 1977. 
Fortunately, for this final report we have been able to draw on the 
results of a parallel survey oiE registered nurses, conducted in 
November 1980, made available to us. duriixg the summer of 1982. Other , 
sources of data providing new information also became available during 
the latter part of the study period. 

In addition to the 1977 and 1980 sample surveys, the study s 
analyses draw on data' from a great variety of other sources, ^ 
referenced throughout the te*t; ! A few major oniBs deserve special 
mention: American .Hospital Association, Annual Survey of Hospitals; 
American Nurses' Association; 1977 Inventory of Registered Nurses; 
National Center for Health Statistics, National Nursing Home Survey 
1977; and National League for Nursing Annual .Survey of Schools of 
Nursing, and Annual Survey of Newly Licensed Nurses. 

Organization of the Report 

After an introductory chapter that:\provides the reader with 
background on the diversity both of nurses' roles and of nurse 
education programs, the;freport focuses oa the particular components of 

the study charge. ; . . ' 

Chapters II: through V deal with various aspects of the first study 



question: Is there a need : for continued federal 8ui)port for nurse 
education? Chapter II reports the committee's findings on whether the 
aggregate supply of gfeneralist nurses will be sufficient to meet future 
detnand , and how changes that could occur in the health . care system ; 
raig'^c affect demand. Chapter III discusses how the current and- future 
supply o'f nurses may be influenced by the costs of nursing education 
and the sources of education financing. Chapter IV"^discu8ses ^education 
for generalist positionia in nursing, and particularly ; the policies and 
practices in nursing education that affect the future supply of new 
nurses and the opportunities for educational and career advancement for 
those already in the work force . Chapter V examines' the supply and 
demand situation for: nurses educationa prepared for advanced 
profesisioiial positions in nursing. 

The second major study question—how to alleviate shortages of 
nurses invunderserved areas and for underserved populations—is dealt 

with in-: Chapter VI. The third study question—how to improve retention 
of nurses in their profession— is addressed in Chapter VII in 

' xix 



conjunction with an analysis of how employer policies and management 
practices in the utilization of nursing resources influence demand and 
supply. The report concludes with an examination in Chapter VIII of 
the nation's nursing research resources and needs. This chapter 
identifies areas in which further data and studies are required to 
improve capabilities for monitoring the nation's supply of and demand 
for nurses, and to guide national and state planning for nursing 
education* 

. The committee recognized a number of problems that, although 
important, after further consideration seemed not to require 
elucidation to answer the congressional questions and were not 
otherwise within the scope of the report ' s intent. Also, in ^orae 
instances, where evidence was equivocal, we have presented data 
without conclusions. Moreover, we were sensitive to the fact that we 
should not address at a level of national policy those matters that 
need to be. resolved through the interplay of professional and market 
forces. Examples include equal pay for .comparable work; collective 
bargaining for nursing ; relationships between nurses and physicians ; 
jurisdictional and professional issues of credent ialirig, including 
specialty certification; and questions of staffing substitution and 
production function analysis. On the issue of what education pathways 
provide appropriate preparation for entry into professional nursing 
practice, we found ambiguity in the evidence about how well graduates 
of the\arious nurse education programs that prepare students for 
/ registered nurse licensure subsequently meet various employment needs, 
and disag^reiement among those who are professionally and manage rial ly 
involved in the delivei^ of health care. > We could reach no conclusions 
on this issue. We do, however , present information bearing on the 
question and present recommendations for research needed to enlighten * 
policymakers. It is our conviction that this issue essentially 
involves matters for the profession, employers, and others to work out 
through, collaboration of national • organizations as well as in the 
marketplace and in the states—the arenas in which most resource . 
allocation decisions for health education programs take place. 
. The study has not^considered the' needs of the Veterans — 
Admiriistration or the Department of Defense for nursing personnel* To 
the extent that their present requirements are reflected in current 
supply-demand data, their normal peacetime needs may be assumed in our 
projections for the future^ Additiorml require 

however, for augmented numbers y or special educat RNs are properly 

within the purview of their manpower planning and ^^ a^ 

' A study of such scope and iletail as this^ 
conclusion bn|i the good-spirited labors of ^ I hop^ that all 

of them are "named soraiewhere^in these pages—the : membisrs of a superbly 
dedicated study committee arid study staff , the consultants i the work- 
shop panels, and those in the agencies and professional prganizat^ 
who* are listed on a separate page of acknowledgments. . The strength of 
.this report borrows .something from the devotion of each , per son who - 
worked on it. 

. Arthur E. Hess 

; ^ Chairman 
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The committee and its staff are indebted to many individuals and 
organizations for thought|ul contributions made to various aspects of 
the study. The members of the committee's five advisory panels and the 
participants in its two wbrkshpps (Appendix 9) 'gave generously of their 
time to sliare their wisdpra^Sndv^experience., Special thanks are. due to 
Myrtle Aydelotte, wfto ^contributed an important background paper to the 
project. She, RobeiiS^ Derzoh/'V^ Kirschling and 

Donald Yett took part^in two or more panels and workshops, bringing 
inisights, that were particularly valued. 

We also want to extend our appreciation to Walter Johnson, John 
Vaughn, and Lucille Knopf at the National League for Nursing; td'\ 
Judith Yates and Pauline Brimraier at the American Nurses 'i Association; 
to Marian Murphy at the American Assoc iati^on of Colleges of Nursing; 
to Eileen McQuaid Dvorak at the National Council of State Boards of 
Nursing ; to Gail Crossley at the National: Association of Nurse 
Recruiters; and to Lucille Ether idge, . former ly\ at the Nationa 
Association for Practical Nurse Education and Service. At the s,^ 
American Hospital Association, RpssMullner and Jane Gibson were most 
helpful. We have-also enjoyed and profited from a^cpntihuing close 
contact with the staff and members of the National Commission on 
Nursing during the course of . the study , .for which we^we s^ 
thanks to Robert Cathcart and to Mar jprie Beyers. \^ 

Many people in the Department of Health and Hurajin Services gave us 
valuable assistance. We are particularly grateful to Jo Eleanor 
Elliott and her associates in; the Division of Nursing for providing; 
background on the Nur ise Training Ac t programs . . We . also want\^t o thank 
a number of people from che^^^^^;D^ Professions Analysis. 

X\\e director, , Howard StamBler,^ was most helpful- in ensuring our^; access 
to, mariy'^ sources of information importan tlie study; Evelyn Moses , 
andsJWiiliam Spencer gave valuable technical ad^ the use of; the 

1980 national sample survey data; Johil brab^ ^P®^" were a. 

great hielp in adapting the department 's mathematical raaripbwer model to 
the committee' s specifications. At the Department of Education, 
Salvatpre" Corral lo guided us to useful sourceis of information on the 
costs and sources of financing of education, j 

Finally, we would like to express special appreciation to Robert 
Walking ton, our project officer, at the Department of Health and Human 
Services, and to Karl Yordy, director of the Division "of Health Care 
Services at the Institute of, Medicine, for their helpful suggestions,, 
at every, stage of the study. . ' 

Katharine G. Bauer 
Study Director 
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Summary and Recommendations 




Our jstudy estimates that tpere are more than 1.3 million 
registei^d nurses employed in the United S^tes today. They are the 
large'st single professional component of a I^ealth care system that / 
represents almost 10 percent of the gross national product. Their 
responsibilities . are diverse. Two-thirds work in the nation's 
hospitals, providing or supervising the cdre of patients. Others care 
for patients/in their homes, in nursing. homes, coraraunity health 
centers arid public health clinics, physicians' offices, and health 
maintenance organizations. Still others work in schools, industry, 
and public administration. They are involved not only in care of 
those acutely ill, but also in preventive services and in care of the 
chronically ill and disabled. 

The leadership component of this nurse population also has highly 
differentiated functions. Top nurse administrators, manage large and 
complex nursing services in hospitals, where they often are responsible 
for multi-million, dollar budgets. In all the varied institutional and 
community settings of patient care^ they/manage services provided by 
„approximi:tely 915,000 staff level registered nurses, more than 500,000 
licensed practical nurses, and an esti|nated 850,000 aides. Faculty in 
schools of nursing educate future nurses and conduct research to' 
improve the care of patients through the practice of nursing. An 
increasingly important part of the advanced nursing cadre are 
specialists, such as nurse practitioners, nurse midwivesi and a 
•variety of clinical nurse specialists in hospitals. 

During the late 19708 , Vhen. this study was mandated by Congress, 
concern about nursing shortages was strong and was expressed publicly 
in terms of the need for more gerieralist "bedside'V nurses The study 
was, in effect, asked to respond to the following kinds of questions: 
Will there be eriough registered nurses (RNs) of the types needed to 
ensure an adequate future: supply of the various types of nurses? 
Should the^jfederal go.vernmenti;,contiriu(B i of 
generalist nursing education in order to assure the adequacy of their 
supply? What* are the means to bring better nursing services to 
underserved populations in rural arid inner city areas, as well as to 
elderly and^ minority populatioris who generally lack adequate access to 
nursing care? Finally^ what is the true extent of KN dropout, and 
what are the means for retairiing such nurses in their profession? The 
last question arose from a widespread opinion that investment of 
public funds ]to train RNs was wasteful becauise they would soon leave 
for higher paying, less stressful occupations. 

■■'■'V ■ ■ " , ' ■ , I ■ 



Because concern for all these aspects of current and possible • 
future nurse -shortages appeared to be a motivating force for the study, 
the committee examined the various aspects of nursing and nursing 
education in that general framework. In our analysis, we found reasons 
to distinguish sharply between shortages or maldistribution of nurses 
prepared as generalists to provide direct care to p||ients, and 
shortages of nurses in leadership and specialty nursing. The problems 
and the possible solutions are quite different for these two groups. 

The Committee's Recommendations 

X Our recommendations are framed. not only in the general context'.of 
ti^e provisions of the Nurse , Training Act (OTA) of 1965 and its subse- 
que'nt amendments, but also ifPthe context of other federal .^state, and 
local government and private sector actions that influence both the . 
demand for and the supply of RNs and LPNs. Many factors enter into the 
alleviation of current numerical and distributional scarcities of nurses, 
and in tt)e prevention of future, scarcities. .In most instances, the 
responsibilities of the varidus public and private sectors interact. 
Inconsequence, the "committee 'a recoamendations generally involve 
shared funding to stimulate the kind of collaborative approaches most 

likely to ensure desired-results. 

This section presents the committee's specific responses to the 
three congressional questions of its study charge. Each recommenda- 
tion addresses a topic, that is, in effect, a subset of the overall 
study question under consideration. The recommendation under each ot 
these topics is accopipanied by an abstract of the conclusions that^led 
to its formulation. The congressional questions and the topics and 
recommendations are set forth in the sequence in which they appear m 
the/statutory. charge and in the chapters of the full report. 

Congressional Question One: IS THERE A NEED TO . CONTINUE A SPECIFIC 
PROGRAM OF FEDERAL FINANCIAL SUPPORT FOR NURSING EDUCATION? 

Meeting Current and Future Needs for Nurses* 



RECOMMENDATION 1 

No specific federal support is needed to increase the, overall, 
supply of registered nurses, because estimates indicate that the 
aggregate supply and demand for generalist nurses will be in 
reasonable balance during this decade. However, federal, state, 
and private actions^ are recommended thrbugl|iout this report|to 
alleviate particular kinds of shortages and maldistributioiWsof 
nurse supply. 

*When the term "nurse" is used without qualification, it refers to a 
person^licensed as, a nurse, whether holding the license as a registered 
nurse or a practical nurse. 



During the 19708, increasing sophistication of medical technology 
and growing complexity of health services continuously increased the 
demand for more and better prepared nurses. Supply fell behind 
explosive demand, and local labor markets for nurses during most of 
that decade manifested obvious scarcities in numbers and types of 
nurses whom hospitals and other health facilities wanted to employ. 
Nonetheless, in the short time between two official surveys in 1977 
and 1980, the supply of active registered nurses (RNs) jumped by 30 
percent, a figure well in excess of prior predictions. Four out of 
five of these additional RNs were employed by hospitals^ where two- 
thirds of all RNs and almost two-thirds of all licensed practical 
nurses (LPNs) work. The number of practical nurses also has grown, 
but at a slower rate. 

On the basis of all evidence it has been able to study, the 
committer concluded that, as of the fall of 1982, in the aggregate 
there was not a signiificant national shortajge of generalist RNs or of 
LPNs. We have, however, identified shortages that occur unevenly 
throughout the nation in diff ent geographic areas, in different 
health care settings — especi' / those that serve the economically 
disadvantaged — within ihsti; -?is, and in specialty nursipg. The 
resolution of such particult*. rtages depends bothj3n the operation 
of market forces and on conce^ce octions .by the federal, state, and 
private sectors following the lines of this s|;udy's recommendations. 

State and Local Planning for Generalist 
Nursing Education by Program Type 

RECOMMENDATION 2 

The states have primary responsibility for analysis and planning 
of resoujrce allocation for generalist nursing education. Their 
capabilities in this effort vary greatly. Assistance should be 
made available from the federal government, both in funds and in 
technical aid. 



Most decisions affecting the allocation of resouAes for the 
education of generalist nurses take place* at state and institutional 
levels. Shortages are often viewed by members of the nursing 
profession, employers, and others in terms of the need for RNs 
spec if ically. prepared in one or more of the three different types of 
.basic nursing education programs— -diploma, associate degreei*'and « 
baccalaureate in nursing — and of the addi^tional need for LPNs. The 
committee concluded that there was no evidentiaL-basis for making 
national recommendations on ^the desired proportions of RNs to be 
prepared in each basic educational pathway, or on the distribution of 
RN and LPN nursing service personnel within and among diverse nurse 
employment settings. In the past, these settings have sustained 
market demand for the output^of each type of basic nursing education 
program. ^ . » ^ . • 



The conmittee analyzed a large number of state reports dealing 
with efforts to disaggregate future state RN supply according to 
educational preparation. It is apparent that issues of educational 
differentiation a re., squarely on the agenda of nursing education policy. 
It also is apparent that state studies estimating future supply and 
need mainly on the basis of professional judgments of numbers and' 
kinds of nursing personnel needed (by type ^of ^educational preparation^ 
produced widely different estimates in levels and mix of staffing Und 
of amounts of time required by nursing service personnel per patient 
day) for similar practice settings from one state' to. another. 

Many states appear not to be well organized to deal with nursing 
issues and nursing education policy on a continuing basis. The 
committee noted the apparent inefficiency of ad hoc, short-term 
efforts as states struggled to ascertain their current and future 
needs for RNs and LPNs and to identify related nursing educatiotf 
priorities. In many cases, the follow-through on these attempts has 
not been coordinated or appears not to have led to consensus building 
on goals for basic nursing education. Finally, projections of needed 
future supply of nurses appear to be hampered by- the absence of 
.balanced methodological alternatives for estimating anticipated future 
market demands. A relatively small outlay of federal technical 
assistance dollars is necessary- to assist states^in developing a more, 
consistent metjiodology for their estimates of future demand and to 
promote ongoing state planning for nurse supply. 

/ Federal Education Financing to Help 
Sustain the Basic Nurse Supply 



RECOMMENDATION 3 

The federal government should maintain its genferal programs of 
financial aid to postsecondary students so that qualified 
prospective nursing students will continue to haye the opportunity 
to enter generaiist nursing education programs in numbers 
sufficient to maintain the necessary aggregate supply. 

The assessments of future supply on which our first- recoramendat ion 
is based were made' in the face of concern that curren,t levels of 
federal Jcinancing of educa'tion might not be maintained. Limited 
'available evidence suggests that nursing students- aie substantially 
dependent on general higher educcation student aid programs. 

Considerations that go into making projections at both federal and 
state levels do not reveal the complex decision making processes and 
the great variety of influences that ultimately determine, locally, 
the size and composition of the future pool of RNs. The committee has 
attempted to answer the congressional questions on cdmparative 
educational costs and on sources of financing to the extent that data 
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could be found or developed Estimates of student and institutional 
costs for yariou8| programs, however, permit only cautious comparisons 
among programs. (Jonclusions as to the societal utility or professional 
value of one type of program or another should not be made on cost 
considerations alone. 

Students' educati6n" costs have risen rapidly over the past few 
years and increases are projected to continue. Nursing students, who 
are predominantly women, finance their tuitioil and liying costs from a 
combination of sources: the very limited funding remaining under the 
Nurse Training Act scholarship and loan programs; general federal 
programs of financial aid for all ppstsecondary students; state and 
collegiate grant programs; earnings; and personal and family savings. 
Higher education — and nursing education in particular — is entering a 
period in which resources will be more constraiined than in the past. 
Nursing students tend to come from families with moderate incomes or 
to count heavily on their. own resources to finance their education, 
they bear the cost without the assurance of earnings comparable to 
those of students in other fields who make similar educational 
investments. 

General federal financial aid programs for post secondary students, 
deiaigned to improve equality of access to education, have been a major 
source of financing for students in basic nursing education programs. 
Reductions in these programs could curtail the number of students 
entering basic nursing'education or seriously limit students' choices 
among educational programs. Such reductions were not presupposed in 
any of the assumptions that led to our estimates of future supply; 
their impact, would be unpredictable. 

Continued State and Private Support of Nursing Education 



RECOMMENDATION 4 

Institutional and student financial support should be maintained 
by state and local governments, higher education institutions, 
hospitals, and third-party payers to assure that generalist 
nursing education programs have capacity and enrollments 
sufficient to graduate the numbers ^and kinds of nurses 
commensurate with state and local goals for the nurse supply. 



^ State tax dollars appropriated for higher education represent the 
largest source of governmental and institutional support for nursing 
education. Local governments and private donors are Lnq>ortant 
financing sourpes for community colleges and private' educational 
institutions, respectively.^ Hospitals support nursing education by 
offering diploma programs in nursing and/or staff development programs, 
providing educational fringe benefits, and subsidizing nurse employees 
who are advancing their level of education in college-based programs 



in return for service commitments. These costs are financed 
principally through third-party reimbursements. 

Fiscal pressures on state and local governments, as well as cosj: 
containment efforts in hospitals, threaten'to reduce funds available 
from these sources for nursing education. This wou^'d, in turn, 
increase the cost burden on students and diminish their educational 
opportunities. These considerations link this recommendation and the 
preceding ones, because it is essential to maintain a monitoring 
capacity at both national and state levels to track current supply and 
demand and to refine at the level of each state the continuing^ 
adjustments necessary in resource allocation to assure continuing 
adequate accretions to the pool of generalist v .iTses. 



Attracting New Recruits to Nursing 



RECOMMENDATION 5 



To assure a sufficient continuing supply of new applicants, nurse 
educators and national nursing organizations should adopt 
recruitment strategies that attract not only re,cent high school 
graduates but also nontraditional prospective students, such as 
those seeking late entry into a profession or- seeking to change 
careers, and minorities. 



Actions taken'by the administrators and faculty of nursing 
education programs can strongly influence both the numbers and types 
of applicants to their programs. Because changes in the nation s 
deirfography have led to a shrinking pool of high school graduates, and 
because of the attractions of other careers for women, nurse educators 
must recruit students from new sources in order to maintain the output 
of their programs. So-called nontraditional candidates are likely to 
^respond to special arrangements made to £ac ilitate their entry into 
nursing. These candidates include mature women first entering the 
labor market, men, minorities, and people seeking career changes. In 
the latter category, people who have completed other course's of 
education or have embarked on other careers may wish to change to 
nursing. Additionally, there may be people who find their careers 
disrupted by technological changes, industrial dislocations, or 
altered priorities in public expenditures. 



Improving Opportunities for Educational Advancement 



REOUMMENf)ATION 6 ^' 

' ^ \ 

Licensed nurses at all levels who wish to upgrade their education 
so as to enhance career opportunities should not encounter 
unwarranted barriers to admission. State education agencies, 
nursing education programs, and employers of nurses should assume 
a shared .tesponsibility for developing- policies and programs to 
minimize loss of time and money by students moving, from one 
nursing education program level to another. 



It is essential that annual accretions to the nurse supply from 
new graduates be maintained, but it also is increasingly important to 
improve the opportunities of nurses already in the work force to 
attain higher levels of education. Although pursuit of higher 
education by large numbers of RNs already 1 icensed- will not 
nec'essarily augment overall numbers in practice, over time, it can 
significantly change the characteristics of, the supply, enhance 
individual opportunities for career -advancement , and provide ^ 
candidates, for employment in ciategories^hat' employers may find in 
short supply. Advancement of diploma an^ associate degree graduates 
to the baccalaureate level not onl'y produces a result consistent with 
a goal espoused by many leaders in the profession but also- enlarges 
the pool from which graduate nursing education can draw. Educational 
progression from less than a baccalaureate degree to higher degrees 
has been characteristic of the careers of many nurses who now hold 
advanced degrees. - 

In 1980, one in every ten RNs was enrolled in some form of 
educational program intended to advance his or her credentials. 
Although many educational programs have responded to the need of 
nurses for educational advancement by facilitating credit transfers or 
providing for advanced placement credits, many others still do not 
actively pursue this objective. Upward mobility for both LPNs and 
RNs has been hindered in many places by past failures of educational 
systems and individual institutiohs-fio-plan-therr: programs to make 
successive stages of nursing education "art iculated, " so that academic 
credits. obtained can- contribute maximally toward admission and 
progression in the next stagel Many state studies have identified 
educational advancement as a high priority, and in some states 
significant prpgire ss has been made towjard this goal • Educat ional 
institutions will inevitably incur/some added- costs for steps taken to 
ease students' transitions from one educational program to another. - 
On >the other hand, where ^experienced nurses successfully challenge 
clinical requirements., .educational institutions may also benefit from 
proportionately fewer enrollments in the more expensive clinical 
components, of their nursing education program^s. ^. . 

Motivation is growing ever-stronger for RNs and LPNs to. pursue 
further educat ion« Professional pressures on the individual come in . 
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part from the growing. complexity, and. variety of nursing responsibili- 
ties and in part from anticipation that future career and promotional 
opportunities may rest on qualifications that differentiate nurses by 
academic credentials. Although not -an approach preferred by some 
educators in terras of time and. cost, attainment of future supply goals 
may well depend on a continual" upgrading of the quality of "a pool of 
nurses that is pjimarily nourished by streams of new entrants whose 
initial career objective may have been merely to secure nursing 
employment at minimum personal cost. 

Improving Collaboration Between 
Nursing Education and Nursing Services . 



RECOMMENDATION 7 

Closer collaboration between nurse educators. and nurses who 
provide patient services is,essential to give students an 
appropriate balance of academic and clinical practice perspectives 
and skills during their educational preparation. The federal 
government should offer grants to nursing education programs that, 
in association with the nursing services of hospitals and other 
health care providers , undertake to develop and implement 
collaborative educational, clinical, and/or research programs. 



Many employers tend tb believe that newly graduated nurses from 
academic programs are inadequately prepared tc assume the responsi- 
bilities of clinical nursingV Many nurse educators, on the other 
hand,, believe that empl/jyers Xp not offer their graduates— - ^ 
especially those with baccalaureate preparation— the opi>ortunity to 
practice at the level. of professional skills for which they have been 
prepared. There is increasing concern and attention among nursing 
leaders to reduce this discord* Some few prototypes exist of " 
organizational structures that provide unified nursing iaccountability , 
^,and--to,:bring_togethftT„thfi_p^^^ of educators and employers of 

^ nurses for the mutual benefit of patients, students, and nursing 
staffsi Other kinds of increased collaboration between nurse 
educators and nursing s.ervice staff s are found across the country. 

The development of practical^ arrangements for improving communica- 
tion and collaborative efforts between nurse educators and nursing 
service administrators requires the solution of a great many log is ti- 
xal, *organizational, and finanpial problems , among a large vari^^ 
inst itut ions that do not have close^affma^^ — It-^is-di«i^in^^and 
time consuming to p:rbvide-'i-ncentlverT5T^ untried relationships and 
new-partefniToT^countabilit^ Further experimentation and demonstra- 
tions ^re needed to guide -institutions of. all types in moving toward 
appropr^iate goals. Modest grants sliould be available to demonstrate 
innovative ways of implementing collaborative arrangements, including 
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those 'that emphasize clinical and research appointments for faculty. 
Although the financial burden of developing new collaborative arrange- 
ments should fall primarily on those to whom benefits will accrue, some 
federal support would indicate .a strong national interest in ^he 
problem and would provide impetus** for wider experimentation. A 
reconciliation of differences between the goals and expectations of 
leaders in nursing practice and in education must occur to improve 
both the education. o£ students and the care of patients. 

Increasing the Supply of Nurses With Graduate 
Education to Fill Advanced Positions in Nursing 



RECOMMENDATION 8 

The federal government should expand its support of fellowships, 
loans, and programs at the graduate level to assist in increasing 
the rate of growth in the number of nilrses with master's and 
doctoral degrees in nursing and relevant disciplines.* More such 
nurses are needed to fill positions in administration and 
management of clinical services and of health care institutions, 
. , in academic nursing (teaching, researc^i and practice) and in 
clinical specialty practice. 



In examining the future need for nurses, thfe committee identified 
a wide range of problems that can be alleviated only by increasing 
substantially the supply of nursed with adyancedft education. . The 
nation's cadre of professional nurses j.s short of persons who have 
been educationally prepared for advanced positions in the 
administration of nursing srervices and nursing education programs, in 
education (including research), and in^ clinical specialty areas.. 

The complexity of today's health care settings demands managers 
whb are skilled not only in nursing but in the techniques of human 
resource management, \iec ision making, and budgetary management. Also, ., 
the competencies of nurses delivering care at the bedside depend to a 
-great extent on the capabilities of their teachers , who must, within a 
relatively short period, giiide and facilitate the students ' acquisition 
of the theoretical knowledge and clinical experiences necessary to 
produce competent professionals. The claim of nursing educatj^oi^ — :^ 
leaders that many ragjber8_gf_cjui^ are 
—inadeqaffte^ly. prepared to accomplish this purposG is borne out by the 
comments of employers of nurses as weir as by comparisons of the 
academic preparation of nursing faculty to that of faculty in other 
disciplines. A closely related problem is the short siipply /of faculty 



*Two members of the committee wished to delete the wordc "and relevant 
disciplines." .Their statement of exception is in Chapter V. 
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engaged in research— a function performed in most disciplines by those 
who are academically based. Finally, although well qualified 
generalist nurses can deliver care effectively, the growing complexity 
of care in many health settings presents problems that increasingly 
-require the specialized knowledge and experience of nurses with 
advanced nursing degrees, both to provide direct care and to provide 
consultation and training^^o less highly prepared staff nurses caring . 
for patients with complex illnesses. .... 

In times of severe economic constraints, states .may be more willing 
to finance basic nursing education programs that are perceived as 
directly fulfilling local demand for nurses rather tjjan to support 
master's and doctoral programs , whose graduates may leave a given state 
labor market because they have more opportunities. The committee 
believes that RNs with high quality graduate education are a scarce 
national resource and that their education merits continued federal 

support . ... 

Although the demand for highly qualified. nursing administrators,^ 
faculty members, researchers, and clinical specialists prepared at the 
graduate level has been increasing and is expected to continue to 
"increase , the evidence, of a scarcity of nurse educators is most 
apparent. Only a small portion of nurse faculty is prepared at the 
doctoral level. • To increase the nation's supply of nurses with 
advanced degrees, public and private universities with graduate 
programs in nursing must expand and strengthen their nursing , 
fkculties. In the face. of the shortage of academically qualified 
faculty with WeTtise in nursing-related disciplines, such as 
management, the behavioral and basic sciences, and research 
methodology, deaiis of schools of niir sing have opportunities to attract 
faculty from relevant schools and departments in their universities or 
neighboring institutions both to fill immediate needs and to help 
build future teaching and research capabilities. Joint programs^ and 
other forms of coilaborative arrangements between university academic 
unit?, sudh aswith business schools, health administration programs, 
and social science departments (e.g. , psychology, anthropology, and 
sociology) , may be found desirable. Programmatic support from the 
federal gcfvernment caH help to improve graduate level nursing 

education in these and in other ways. 

~ Lowering financial barriers through loans and grants to encourage 
full-time enrollirfent of RN graduate students will increase the . supply 
more rapidly, because master's and doctoral students who must work to 
support their education take longer to complete it. . Federal financial 
assistance to students in master 's Programs should be packaged with 
funds for programmatic support. The committee would^xpect, in line 
with the objective of strengthening the nursing profession as well as 
nursing education, that such pro;granmatic and accompanying student 
support for master's progranis would be available through competitive 
grants. In" practice, nursing programs would be , in an excellent 
competitive position to secure such grants , hut arrangements in other 
programs should be possible .< „ . . • u 

Federal doc tbral l^^^^ result primarily , in -the 

strengthening of existing progranis in nursing and not in the 
pro liferation of new and possibi ly ^eak doc toral of f er ings . ^However , 
until schools of niirsing have sufficient numbers, of qualified faculty 



to meet the full range of scholarly interests and professional needs 
of doctoral students, financial aid in the form of fellowships to RN 
doctoral students should be designed so that such students are not 
precluded from pursuing doctoral studies in nursing-related 
disciplines. . To encourage graduate students to return to nursing when 
they have earned their degrees, loans based on need should carry such 
service obligations. On the, other hand, most cornraittee members 
believe that f ello>;;ships awarded on the basis of scholarly excellence 
and pr'dmise..of~a fundamental contribution to the knowledge base should 
not carry, the same Jcirid of obligation. 

Congressioni'^ Quetttion, Two: WHAT ARE THE REASONS NURSES DO' NOT SERVE 
IN MEDICALLt UNDEav/ERVED AREAS AND WHAT ACTIONS COULD BE TAKEN TO 
ENCOURAGE NURSES PRACTICE IN SUCH AREAS? / 

An important exception to the generalization that there is a 
sufficient existing supply of generalist nurses for direct patient 
care was noted in the discussion following Recommendation 1. That 
exception arises t?rom the fact that the labor market cannot .function 
properly when there are financial, geographic, and other barriers to 
the provisicn of medical care and other Health services for 
disadvantaged segments of the population. 

Lack of access to preventive and primary care services by 
residents of rural Bfad iriner-c ity areas remains one of our nation's 
most pressing healtH problems. The committee has found, not 
surprisingly, that there are serious shortages of nurses who are 
willing or able tc?/ work in such areas, and to care for patients in 
public hospitals aad nursing homes. The shortages largely coincide 
with the. lack of adequat^mjdicaX;^^^^^ and services for many 

low-inc^ome peflipTe^ana'^he elderly. \Many of the root causes lie in the 
nation^)! has: ^th care financing arrangements. Possible solutions to 
.this overridiAig national health care, p'ripblem are beyond the scope of 
the committee's assignment, but we have, nonetheless, identified 
actions closely rielated to the committee *s charge that wpuld help to 
encourage nurses to practice in underserved areas and to work with the 
elderly and other underserved populations. 



Alliaviating the Maldistribution 
of Nurses by Educational Outreach ^ 

RECOMMENDATION 9 > ' 

To alleviate nursing shortages in medically underserved areas., 
their residents need better access to all types of nursing 
. education, including outreach and of f-carapu6 programs. The 
federal-government should continue to- coiBponso 

_demonstrations'^of programs with states, foundations, and 

educational institutions, and should support the dissemination of 
results. 
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There can be no major expectation that the nurse labor market will 
improve significantly in inner-city and rural areas unless concerted 
actions are taken to develop an indigenous supply. The greatest 
potential for relieving such shortages lies in attracting into 
nursing— and advancing within the profession— people who live in 
shortage areas. 

Many potential candidates, however, cannot relocate or commute to 
places where they may find available nursing education suitable to 
their career goals, and circumstances. New forms of co^nmunication 
technology offer opportunities for present programs to engage in 
nursing education, including advanced nurse training and continuing 
education. They have not been sufficiently exploited. Various forms, 
of outreach programs can be designed to suit the requirements and 
convenience of students who, for reasons of family, residence, or the 
need to continue employment while studying, cannot readily attend 
existing campus programs. Where prototypes of such programs are now 
in existence, evaluation and dissemination of results should be 
supported by the federal government. Where, because of special 
difficulties, promising efforts require encouragement through modest 
financial support, the government should participate financially in a 
small number of model diemonstrations . • ' 

■ -■„ " ' 

Encouraging Consortia of Nurse Educators and 
Nurse Employers in Shortage Areas to Increase - 
Minority Student Opportunities • 

RECOMMENDATION 10 

To meet the tlursing needs of specific population groups in 
medically underserved areas and to encourage better minority 
representation at all levels" of nursing education, the federal 
government should institute a competitive program for state and 
private institutions that offers institutional and student support 
under the following principles: 

• Programs must be developed in close collaboration with, 
.-^ and include commitments from, providers of health services in 

5hortrage~HreaH^ : — ' — — \ : ~ : — --— - 

• Scholarships and loans contingent on commitments to work 
in shortage areas should be targeted, though not limited, to 
members of minority and ethnic groups to the extent that they are 
likely to meet the needs of underserved populations, including 
non-English-speaking groups. 



Minority groups in the population, including new i, immigrants, are 
particularly disadvantaged both in their access to health services and 
in their access to educational opportunities in nursing. ' The committee 
recommends scholarships and loans for these purposes contingent on 
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service cotnmitraents to shortage areas,.. although some members questioned 
the effectiveness or the equity of such provisions. iSfcrategies to 
develop minority manpower to provide more adequate nursing services in 
medically underserved areas have been stated as goals, though 
inadequately supported by past Ic^gislation* These goals "require 
re-eraphas is and new approaches through a redirection of authorization 
and funding available under the NursS*"Training Act, 

^Thus, in addition to general educational;.outreach effotts, nurse 
educators and health care employers should jointly develop programs to 
ensure that students are recruited from these special groups, that 
they will be given employment preference, and that they will gain 
clinical experience in shortage area facilities, e*g«, rural and 
inner-city hospitaTsj nursing homes j_and^public, health clinics. We 
believe that educational ^programs and health care facilities by 
working together in consortia can be successful in designing programs 
to recruit well-tnotivated students who will be attracted by imprbved 
prospects of future employments The facilities themselves may benefit 
by work-study arrangements that will assure a future continuing supply 
of newly graduated nurses who live in the vicinity and are already 
familiar with their operations. Patients will benefit under the care 
of nursing service personnel who are more likely to be familiar with 
their health needs and life styles. 

Adequate Revenues for Inner-City Hbspitals ' 

RECOMMENDATION 11, ^ 

Differential allowances in payment should take into account the 
special burdens on inner-city hospitals that demonstrate 
legitimate difficulties in financing services because of 
disproportionate numbers of uninsured. or Medicaid and Medicare 
patients. Federal, 8tate,^nd , local governments and . third-party 
payers should pay their fair shares of amounts necessary to 
prevent insolvency and to support acceptable levels of service, 
including nursing care. 



Many inner-city public hospitals (that is, county-, city-, or^ 
state-owned) , and some inner-city voluntary hospitals bear a primary 
burden of serving the unsponsored poor. They generally also serve 
disproportionately large numbers of Medicare and Medicaid^patients for 
whose care they may not recover full payment of necessary 
expenditures. Many of these hospitals are teaching institutions . \ 
affiliated with academic health, centers and .serve as regional referral 
centers for very sick patients requiring extraordinary inpatient 
medical and nursing attention. On an outpatient basis, they also 
provide a heavy volume of episodic primary care and emergency room 
services to otherwise medically underserved persons. 



14 



Failure of federal and state governments to cover certain 
services, or to allow payment sufficient to recover necessliry outlays 
for services that are covered, threatens the existence of this 
essential part of the nation's health services structure. It stands 
in the way both of good patient care and of improving poor physical 
plant and general working conditions that contribute to the 
traditional difficulties these institutions encounter in recruiting 

and retaining nurses. , • 

The service missions of some inner-c ity hospitals may result in 
justifiably higher costs and lower revenues th^n those in institutions 
classified as comparable in size or scope of service. Differential 
payments should take- these factors into account. Although differential 
payments cannot assure an adequate nursing supply, they may be' , 
necessary to maintain institutional solvency. When new methods of • 
payn>ent are developed, it will be important to allow for the expense 
of service and management improvements to redress past deficiencies. 
By making 'Wvice improvements possible, such payments may promote 
attainment of more competitive salary structures and better staffing 
of nursing services. . 

Nursing Education for Care of the Elderly 

REOOMMENDATION 12 

The rapidly growing elderly population requires many kinds of_ 
• ' nursing services for preventive, acute, and long-term care. To 
augment the ^pply of new nurses interested in caring for the ^ 
elderly, nursing education programs should prjovide more formal 
instruction and cliriical experiences in geriatric nursing. - 
Federal support' of such efforts is needed, as well as funding from 
states and private sources. 

The most rapidly growing segment of the population— the elderly— 
is a group particularly in need of the many services that nurses .can 
-.-pr-ovide^Those among the elderly who are^ge 75 and older are the 
most prone to multiple disabilities anc?. cSforiic diseases.. They use 
hospital, nursing home, and home' care services at rates double or 
triple those of. the population as a whole. Elderly patients are found 
in almost all health care settings. Their needs for care range from 
preventive, fflcute care, and rehabilitative'services. that help^ them 
maintain maxiaum independent functioning to care that eases^ the course 
of terminal, illness and ' its liapac t on both patient and _ family. . Nursing 
students nsed realistic preparation to dispel common misconceptions 
" about the problaus of the elderly inc ludirig attitudinal or lent ation 
that will enable them to provide the most effective care in. all 
institutional settingsvjand in patients' homes. .Neither basic nor _ 
advaficed nursing education programs yet focus' sufficiently on academic 
preparation and clinical experiences in geriatricsi 
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Upgrading Existing Staff in Nursing Homes 



RECOMMENDATION 13 

Nursing service staffs in nursing homes certified as "skilled 
nursing facilities'' and in other institutions and programs 
providing care to the. elderly often lack necessary knowledge and 
skills to meet the clinical challenges presented by these patients. 
Such facilitiesi in collaboration with nursing education programs 
arid other private and public organizations, should develop and 
• Support programs to upgrade the knowledge and 'skills of the aides, 
LPNs, and KNs who work with elderly patients, .States should assist 
^* vocationlfl and higher education programs' to respond to these 
needs* Federal support of such programs should be maintained. 



Today in nursing homes there are large numbers of licensed nurses 
as well as aides and orderlies whose education and training did not 
provide thelih with the special knowledge needed to care for elderly 
patients who require skilled nursing.* A cost effective way to improve 
the quality of care for the close to a million patients in these 
settings would be to provide staff already engaged in their care with 
additional in-service training or continuing education in geriatric 
nursing.' However, in many localities i^dequate financing, program, and 
faculty resources are lacking and must be developed. 

■■ " . . t 

. Adequate Payment for Long-Term Care 



RECOMMENDATION 14 

/ ' ■ 

The federal government (and the states, where applicable) should' 
restructure Medicare and Medicaid payments so as to encourage and 
support the delivery of long-term care nursing services provided 
to patients at home and in institutions.- For skilled nursing 
facilities, .such payment policies should enc ourage the continuing 
education of present stiaffs and We^'r^^^ ot more licensed 

nurses (RNs and LPNs) , and should permit movement toward a goal of 
24-hour RN coverage. 



Private insurance rarely offers benefits to cover the costs, of 
health services that patients require for long-term illnesses and 
disabilities, eitl^ijc in their homea or in nursing homes. ^ Medicare 
benefits, too, are almost entirely limited to acute care .services^. 
'While Medicaid provides extensive benefits for the destitute elderly 
in nursing home's, in rtost states restrictive^payinent practices appear 
to (discourage the emplqyraent: of licensed nurses (RNs and LPNs). 



Among the nursing homes certified for payment under the Medicaid 
and Medicare programs, slightly less than two-thirds of the patients 
are in homes certified either as a skilled nursing faciUty (SNF) 
oinly, or as some combination Of 8NF and intermediate care facility ■ 
fflCF). Patients in such institutions usually are severely disabled 
/SS frequently are disoriented, Their conditions often require expert 
nursing services. By far the largest proportion of nursing service 
personnel in SNFs and combined SNF/ICFs are aides. Licensed nurses 
(RNs and LPj^s) are responsible for their supervision, as well as for 
the direct care of patients, for recordkeeping, and for decisions 
about emergency situations that usually must be made with no physicion 
in immediate attendance. Federal certification requirements call for 
only minimal RN staffing, i.e., in" SNFs a full-time RN on the day 
shift every day of the week. Facilities have few incentives to exceed 
minimal staffing standards because such standards are likely to . 
influence strongly the basis on which payment levels are calculated in 
the Medicaid program. Given the magnitude of nursing responsibilities 
for SNF patients, the committee believes that regulations and payment 
systems should be modified to advance toward a goal of 24-hour RN 
coverage. ^ 

Legal and Reimbursement Barriers 
to Expanded Nursing Practice 

RECOMMENDATION 15 

There is a need for the services of nurse practitioners, 
especially in medically underserved areas and in programs caring 
for the elderly, federal support should be continued for their 
educational preparation. State laws that inhibit nurse 
practitioners and nurse midwives in the use of their special 
competencies should be modified. Medicare, Medicaid, and other 
public "and private payment systems' should pay for the services of 
these practitioners in organized settings of care, such as 
long-term care facilities, free-standing health centers and 
clinics, and health maintenance organizations, and in joint 
physician-nurse practices. (Where state payment practices are 
broader, this recommendation is not intended to be restrictive.) 



Nurse practitioners (NPs) are nurses whose education extends 
beyond the basic requirements for ^ licensure as an RN and prepares them 
for expanded nursing functions in diagnostic and treatment needs of 
patients, as well as in primary prevention and health maintenance 
measures. At the beginning of 1983, there were ab^ut 20,000 NPs, of 
whom aboW 2,600 were nurse midwives. Many of them serve in rural and 
inner-city communities, especially with underserved populations, such 
as migrant workers, low-income mothers and children, and the elderly. 

The provisions of some state practice acts have slowed or 
prohibited this expanded nursing practice, and varying degrees of 
limitation on payment for their services by Medicaid, Medicare, and 
third-party payers often prevent payment even for legally authorized 



Bcirvlceti ApproKlmAtoly hal£ the atAtos now provido somo typo of 
rolmburaement under tholr Medicaid progromo £or physician oxtender 
services provided both by NPa and physician assistants* Since 1977 i 
the Rucal Health Clitiic Services Act waives payment restrictions in 
the Medicare and Medicaid programs under defined safeguards if such 
physician extenders practice in certified rural health cliiiics located 
in designated, underserved areas* 

When they are employed in organised settings i NPs and nurse 
midwives have been shown to contribute to productivity gains and cost 
reductions* Even with the anticipated ample increases in physician 
supplyy it is likely that NPs will be needed to serve hard*-to-reach 
populations'! to facilitate new organizational arrangements for 
providing health care in cost effective ways, especially in practice 
settings' that operate within fixed budgetsy and to augment the quality 
of care provided in nursing homes* Continued funding is needed for MP 
trainingi weighted toward supporting the preparation of RNs most 
likely to practice in underserved areasi in nursing homest and in 
caring for the elderly in other settings* ThuSy special attention 
should be directed to training as nurse practitioners HNs who already 
live in underserved areas or 'who work in long-'term care settings. 

Congressional Question Three: WHAT IS THE RATE AT WHICH AND THE 
REASONS FOR WHICH NURSES LEAVE THE NURSING PROFESSION? WHAT ACTIONS 
COULD BE TAKEN TO ENCOURAGE NURSES TO REMAIN OR RE-ENTER THE NURSING 
PROEESSION, INCLUDING ACTIONS INVOLVING- PRACTICE SETTINGS CONDUCIVE TO 
•THE RETENTION OF NURSES? 



Improving the Use of Nursing Resources 

REOOMMENDATION 16 

The proportion of nurses who choose to work in their profession is 
high| but examination of conventional management! organization, 
and salary structures indicates that employers could improW both 
supply and job tenure by the following: 

~~V~pYovicIing "op^Sli^ for career advancement in clinical" 
nursing as well as in administration 

• ensuring that merit and experience in direct patient care 
are rewarded by salary increases 

• assessing the need to raise nurse salaries if vacancies 
remain unfilled 

• encouraging greater involvement of nurses in decisions about 
patient care, managementi and governance of the institution 

• i identifying the major deterrents' to nurse labor force 
participation in their own localities and respjsnding by adapting 
conditions of work» child care» and compensation packages to 
encourage part-time nurses to incriease their labor force 
participation and tb attract inactive -nurses back to. work* . 
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The c ommit tee i found that the problems of retention in the 
profession and high turnover in hospitals are less severe today than 
commonly believed. More than three out of every four RNs holding 
current licenses/are actively engaged in nursing. Only about 5 
percent. have left nurfiing ^or other typ^s of employment. A major 
reason labor force participation rates are high — having risen 6 
percentage points in the last' 3 years-nnay be that the profession 
affords the option. of part-time and evening or night work for nurses 
with fa mily 'responsibilitie s.. However, the committee believes, that ' 
many institutions have opportunitiegr to further increase the effective 
participation of nurses in the part-time^and inactive supply.. 
Investments in measures to accorapli.sh this gdal are especially 
pertiliLent in areas of local shortage.^ - 

Tijmover rates apparent ly are lower tcxiay than in the past. * 
Although precise data are not systematically and comprehensively 
available, the average turnover in RN positions. does not appear to be 
very much higher ^now than it is for women: in any other stressful 
occupation. Much of Jf he recent improvement has come about because 
employers engaged in s'trenuous recruitment campaigns and in ^he use of 
temporary nursing agencies have* come to realize th^t strategies for 
retention are essential.* Frequently they are more cost effective than 
alternatives that reinforce competition between hospitals for nurses 
inclined to change jobs iri their search for better career ^ 
opportunities, better working conditions, or better corapfensat ion. 

Congress asked this /study to suggest actions involving pract ice 
settings that would be conducive to the retention o| nurses.. Our. 
cqnclusions focus on the responsibility of health care management to 
engage in analysis of/the effect of its decisions^-i.ts actions and its 
lack of action— that cause nurses to enter and leave employment.^ 

Of particular concern is the necessity for employer^ t.o retain 
experienced ,nurs^./ Ih light of the growing complexity of hospital 
care, their contributions'should not be undervalued. Despite recent ^ 
gains iri the earnitigs of nurses, continuing activity is required to 
improve cafeer opportunities and work environment. RNi3 earn * 
significant promotions in hospitals today largely by moving into 
supervisory and management positions. Attention must also be .given to 
promotions and Salaries, progressively adjusted to reward merit; and 
experience in direct patient care. - , 

Cost Accounting for Nursing Services 



RECOMMENDATION 17 . ^ ' 

Lack, of precise infojrmation 'about current costs and utilization of 
nursing service personnel makes it difficult for, nursing service, 
administrators and hospital- managers to make the most appropriate 
and cost effective decisions about assignment of nurses. . . 

Hospitals, working with federalcarid state governments and other 
' third-party payers, should conduct studies and experiments to • 
determine ^the. feasibility and means of creating separate revenue 
and cbst/centefs for direct nursing care units within the - 
institution for case-mix costing and revenue setting, and for' 
- other fiscal management alternatives. ; • ' ^ 
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As cost containment pressures force hospital management to become 
more skilled at using resburces produc^^^ it becomes important 

that managers have the tools to identify nursing revenue and to 

^allocate nursing costs accurately and that systems be developed 
especially to enable nurse management to accept responsibility for 
using nursing service staffs most effectively* To achieve these 
goals, management heeds to develop much more accurate methods for 
disaggregating revenue and costs associated with nursing* 
In the absence of greater" ope'rational~ experie"hce^a"r^^^ 
effects, the committee can only conditionally endorse the concept of 
separate cost/ revenue centers for nursing activities, but strongly 
recoraraends federal sponsorship and assessment by the hospital industry 
(with third-party, payer encouragement) of experiments with methods 
potentially applicable to different types of providers under varying 
payment arrangements* This will require studies to determine the 
information requirements, costing procedures, effects on the delivery 

"^of nursing services, and cost impact of such developments* 

• A Center for Nursing Research 



RECOMMENDATION 18 > . 

9 

The federal government should establish an organizational entity 
to place nursing research in the mainstream of scientific 
- investigation* An adequately funded focal point is needed at the 
national level to foster research that informs nursing/and other ^ 
health care practice and increases the potential for discovery and 
application of various means to improve patient outcomes* 



A substantial share of the health care dollar is expended on 
nursing care, and yet there is a remarkable dearth of research in 
nursing practiceV ""The federal goyernraenfc's principal nursing research 
initiative— $5 million annually — is not at a leveil of visijbility and 
scientific prestige to encourage scientifically oriented RNs to pursue 
careers devoted to research of direct applicability to the problems 
, that nurses confront in patient care. The lack of adequate funding for 
research and the resultant scarcity of talented nurse researchers have 
inhibited such investigation* . . 

The committee believes that a center of nursing research is. needed 
at a high level in the federal government to be a focal point for 
promoting the growth of quality nursing research* Such an organiza- 
tional base, adequately funded, would provide necessary leadership to 
expar>d ■ the' pool of experienced nurse researchers who can become more 
competitive for general ^lealth care research dollars. It would also 
promote closer interaction \^th other bases of health care research. 
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Studies of the Competencies of RNs Prepared 
"iirDiTrerent"Type~s~of7Ed acat i' 



RECOMMENDATION 19 

Federal and private funds. should support research that will v 
provide scientifically valid raeasureraents of the knowledge and 
perf ormance cornice tencie 8 of nurses with various levels and ty^^^^ 
of ' educat iona i ^pr¥paTacion ' and " ex^ '■ 



Many differetit pathways in nursing education lead to initial 
licensure as an RN. Nurse educators, nursing service administrators, 
ana other nurse' employers often have different perceptions about the 
outcomes from these 'different educational inputs and, more 
fundamentally, on the outcomes that should be expected, both in the 
short and long terra, y ' ^ . 

As with most, other kinds of postsecpndary education, there is 
little empirical evidence on the performance differenceis of the 
graduates of these different types. of nursing education programs 
according to established measurable criteria of knowledge, skfil Is, and 
range of competencies. This creates problems -far nurse educators 
planning curricula to encourage educational advancement, for nursing 
service administrators trying to utilize RNs and LPNs most efficiently, 
and for the various organized groups within nursing who are seeking^to 
establish new levels of licensure or /tb retain the current ones. The. 
current lack of consensus on objectives and. performance measures and 
evidence seriously handicaps the efforts of higher education bodies 
and state university systems attempting to allocate resources for 
nursing education in ways that wil/i best match demand or needs for^ 
nurses with different kinds: of competencies. 

-.■ o_ - • - 

(r Evaluation of Promising Management Approaches 

. / ., ■ " ■ ■ • ■ 

RECOMMENDATION 20 / . 

, . ■ ■ ' ' . ■ ■ ' ' - 

As national and regional ^forums identify promising approaches to 
problems in the organiz'atipn and delivery of nursing services , 
there will be 'a need for wider experimientat ion, demonstration, and 
evaluation. The federal gdvernihent, in conjunction with private 
sector organizations,/ should participate in the critical assessment 
of new ideas and the broad -dissemination of research results. 



Although individual health care institutions often develop better 
approaches to problem's in the organization- and delivery of nursing 
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services) there is a dearth of systematic J.nformation on their 
~ge newi i zdb il~t 

and the professions of nursing and medicine develop a concerted effort 
to continue the work begun by the National Commission on Nursing to 
identify and_-assess existing experience with proposed innovative 
solutions. We also conclude that there is a federal role in 
stimulating innovation by disseminating information, by according 
national recognition to model solutions, and by supporting more 
rigorous evaluation -than- is likely to be-eraployed by the industry 
itsiEirf'.' By"r6'd^ fe'd^faT'aCCention on these Tare as of research, the 
effect will be to draw the interest of other sources of support in the. 
private sector. 

Information for Future Monitoring of 
the Nation's Nurse Demand and Supply 



RECOMMENDATION 21 

To ensure that federal and state policymakers have the information 
they need for future nurse manpower decisions, the federal 
government should continue to support the collection and analysis 
of compatible, unduplicated, and timely data on national nursing 
supply, education, and practice^ with special attention to filling 
identified deficits in. currently available information. 

' — ' .. . . .. 



In order to' maintain the necessary capability for monitoring the 
future balance between the nation's demand and perceived needs for 
licensed nurses (RNs and LPNs) and the supply, analysts depend on 
continuing streams of reliab]fe national information from many sp.iirces. 
Some is collected periodically, some occasionally. Some is b^dly 
outdated, as in the instance of survey ' information concerning LPNs . - 

Data collection and analysis require the continued , support of the 
.federal and state governments and/or professional associations. The . 
collection of^new'data to yield information not now available may 
require some rearrangement of priorities within available funding. In 
the course of this study, we have identified serious gaps in such ^ 
areas as the costs and sourcesof financing of nursing education, 
nursing education curricula,, the supply' and distribution of LPNs, and 
the staffing of nursing homes.. 

The federal government,/ in cooperation with the nursing 
profession, nursing organi'zations ^ health care institutions, and state 
governments, should continue to. provide leadership in nurse manpower 
data collection in order to maintain and improve definitional 
conformity, to provide a sense of priorities, and to minimize 
duplicative efforts.' 
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Costs and Financing to Implement the Recommendations 



The committee has kept in mind the ever increasing economic ^ 
pressures on public . budgets and the cone omitiant emerging constraints 
on health care providers and -educational IM^ We ^haye culled 

from many desirable proposals those of less than urgent priority. We 
believe that each recommendation pre^sented would^^require financial 
support f o r implement at ion . • In c orabination , thiay; repre sen^ 
concerted publicTprivate strateg;y fbr the effective use of the 
' -he«4fth-^^re--re«ouree«-r^^ 



policy reassessment and, thus, are designed to obtain maximum return 
from investments in nursing education a^ 

Three sources of federal support for the reco^ 
discussed below: continued funding 'm^ the NTA, as amended; ^ 
continued funding of si tiidjent supp^^ 

payment for services imdeir Me^ Medicaid, Specif ic costs of 

recoramendations to the federal governmeht are assessed only for the 
f irst- source, the one that dealae^^ The 
committee has not attempted to estiinat^ to support 

recorranendations cbncernihg aid to Secondary education or improvement 
in Medicare and Medicaid, , ^ 

Support for recoramended activities within the scope of the NTA 
objectives can be accommodated' with modest' additional sums , assuming 
continued authorjLsat ion of the NTA and redirection of some of its 
existing provisions, ; * ' • 

We estimate that our various recommendations for the strengthening 
and redirection of OTA programs coiild be implemented if fund^ the 
NTA is-restored; to a leye! of aboiit^^^^^^ 

average of annual appropriations^^ b^ 1982, This includes 

restoration of federkl support for graduate e and othier 

advanced nurse training to^ 

It also includes the ^jadded costs of improving access of the ^ 
disadvantaged: to - nursing care and nu 
grants or ^qontradts td^u^^ 

programs of educational and clinical coliabpratiori, of outreach to - . 
minorities/' af of f-campus prbgriuiiB^^ in curricula to 

increase student^ ^ abilities to:^^ elderly, of continuing 

education programs to upgrade skills of .nursinig liorae personiiel j and of 
certain employeif' experiments in i^^^ better management of nursing - 
resources •-"v''- 

The costs of implementing the committee's recomraendati^^^ 
stronger federal support of re search^^^ involve 
modest 'incremerits in expenditures. For . example, an incr.ease on the 
order of $5 million per year for res^rch could substantial. . 

impact in stimulating groi^h; of capacity for research on 
nursing-related matters. A similar amount would greatly strengthen 
federal-state planning efforts for manpower studies and re sour ce-^ 
allocation. Many such activities primarily would entail redirection.. 
. of -effort.- V '^■ ■ • ' 

• levels of expenditure for non-NT beyond the capacity., 

of this study to quantify, except in terras of existing general levels. 
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of effort. We examined some problems, for example, those of 
inner=c-ity-hospi t al 8:-and~of— nur s ing--c are-^f or--^^^^ 
unable to ignore but whose solutions would require substantial 
resources not fairly attributable to nursing even though nursing 
improvements indirectly ma^ be /at stakes 

The committee also has^-presented strategies that; private sector 
groups and institutions should pursue, such as improving the 
management of nursing personnel , attracting to/ a career in nursing 
students from nontraditional sources, and improving collaboration 

be ^ e en nur s in g-^id ucation and nur frf ng oo ryicc . To. Qn eouTnage— &u€4=h 

efforts, we recomrajpnd modest federal demonstration, evaluation, and 
dissemination expenditures under the NTA authority in the range of .. 
fel-2' million per yearV Of course, there will be costs to .others 
engaged in implementing these recommendations, but we csxpect that 
anticipation of either ciDraraensurate long-run savings or associated 
benefits to patients and to educational and employing .institutions ^ 
will be considered worth, the cost. 

In summairy, the budgetary impact of. the committee's, 
recommendations entails. (1) modest increases in essential' expenditures 
under the NTA directed at resolving certain particular nurse 
shortages, (2) holding the line against possible erosion of outlays 
for higher education generally at both jEede^ral and state levels^ and 
(3) modifying payment systems of public and thxrd-party payers to 
permit providers of service to the poor , and elderly to b^c6m<i 
financially secure and, thiis, to increase 'th»? quality of their nursing 
services. 



Nursing Services and.Nursing 
Education: An Overview 



Nursing in the United States is characterized ^by great diversity. ^ 
this is reflected in thie scope of nursing responsibilities and 
activities, in levels of persbnn services, in 

educational preparation, and in financing of education. An app 
tion of this diversity is necessary to provide the. context/ for the 
findings and r ec onmiendat ions the c ommi t tee p resent s throughout the 
remainder of kthis r^^^^ study charge. ^ ^ ' ^ 

This chaivter, af t^r outlining the broad range of responsibilitiesT 
of registered nurses (RNs)? first reviews thei^ roles in/ relation to 
those of licensed practicar nurses (LPNs) and other members of the _ 
typical organized nursing service staff, and how staffing mix and roles 
may vary among' and within the different settings where .patients receive 
'direct care.Hext; it descriWs; the educationaliprogrmns that prepare . 
geheralist RNs and those that prepare LPN some of the 

issiies currently under *d The discussion 

then moves to the responsibilities and educational preparation of RNs 
in the profession's advanced positlons-rthe managers of nursing 
services, nurse educators, clinical nurse specialists, and nurse 
researchers . .The chapter concludes with a histori of 
respective roles of federal and state governraents and^ private sources 
in the f inancing of nursing education. ^ • o 

The Diversity of Registered Nursfes'Respons 

Nursing education must supply: t with RNs prepared for-a 

wide range of role s and 're spbrisibilitxss : providing direc t care , to 
patients in hospitals, nursing homes, a^^^^^^ 

saf eguar;d the health of comrauhity- and school; population^ ; assisting 
with ambulatory care of individiials.^ 

nurse speciaUst 8eryic:e;s:^admiJ^^ -nursing services at both 

^ middle and top manage^^^ 

providing prof essiohal arid educational lead^^^ 

Responsibilities of RNs; vary great^i^^ 
in which they practice. The daily round of activities of the acute 
care hospital staff nurse bears scant resemblance to that of the 
psychiatric hospital nurse, the public health nurse, the nurse ^ 
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educator, the nursie administrator , the pediatric nurse practitioner, 
the visiting nurse, the school nurse, or the nurs e re searcher > In 
hospitals and nursing homes, major activities focus on the care of, 
sick patients confined to bed, But in many, other settings, RNs work 
with ambulatory patients or, as in schools and industry, with 
presumably *^ealthy people. Here, as .in most other patient care 
settings, the IIN haa an important role^ in health promotion and disease 
prevention. In still other settings, in the rolas of teaching, 
administration, consultation, and research, RNqV major activities 
invdlvie nursrng^^ ^^^^ staff, and colleagues from . 

non-nursing backgrounds. 

Even among institutions and agtencies of the same general type that 
differ in geographic location and size, the functions of RNs are 
strikingly diverse. The'^activities of the public health nurse in a 
small town health department are quite different from .those of her 
counterpart in the health department of a large city; the challenges 

: to. nursing school faculty in a uiiiversity, where research and 
publication are expected, are quite 4ifferent from those to faculty in 
a 2-year community college; the wide variety of daily activities of 
RNs ill small rural hospital are different from the more narrowly / 
differentiated activities of thei;r counterparts in large urban / 
hospitals and medical centers whose patients,, seek care for multiple or 
highly complex conditions. - 

In such large hospitals, many RNs have highly specialized 
responsibilities. A's in-service instructors, they manage and conduct 
orientation, staff development, and continuing education for RNs and 
all other .nursing staff personnel ; RNs with advanced clinical training 
provide consultation and patient care in clinical nursing specialities 
such as coronary care or renal dialysis. At the staff nurse level, 
where most direct patient care is handled," a large proportion of the 
RN staff may be monitoring patients on complex life support aystems in 
various types of intensive care units, while others will be at the. 
bedside caring for patients with widely differing physical and 
emotional needs in medical, surgical, pediatric^ obstetrical , arid . 
psychiatric units of the institution. . Still others are^dealing wich 
critical traiiraa in the. hospital emergency room. 

in every hospital the. staff RNs' monitor, record, and respond to, 
the changing status of trieir patients. They are responsible for. 
assessing patients' nursing oeeds and for making, implementing, and 
modifying nursing plans of care as conditions change. ThisX^includes 
instruction of patients and families in , self-care • . Superviso^rs- and 

•head nurses in middle management positions coordinate all activities 
that afiEect the care of patients on the clinical units within "^their 
jurisdictions. . • . , - \^ : 

New roles. are emerging for _hu 
are now in vb 1 ved * i^^prpgrara s /dea 1 i hg -wi th- d eve 1 opmen t al disabil i t ie s , 

^h^^'ert^nsi^oiT^eit^tion and control, midwifery, emergency treatment\ for 
rape victims, sublitance abuse, and counseling to the dying and th^ir , 
families. They are increasingly involved in home> care. 
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Variety of Nursing Service Personnel 

/'■ ■ , 

In the nation's approximately 7,000 hospitals, 19,000 nursing 
homes,* and large numbers of health centers , jyisiting nurse services, 
and other organized clinical settings, nursing personnel typically , 
work in formally organissed nursing services administered by RN nursing 
setvice directors. In hospitals, these directors of nursing services 
and their assistants typically mana^^^ ^services with hundreds 

of staff personnel whose educat ion and skills/^^ those of. 

specialist and generalist RNs^^a^^ I^s, to simple staff 

support by such ancillary personnel as aiders and orderlies .+ 

RegistWed riiirses are the jingle large^ component of health care 
personnel in the United StateisVi T^^^ very large numbers of 

LPNs and aides, .rh 1980,^ a^^^ and more than^ 

half a million LPNs were employed and probably more, than 850,000 
aides, orderlies, and attendants .! i2, 3^ , _ 

The nursing service staff const it^^^^ single personnel 

component of a hospital. Iji hos^^^ as in many pthfer ^ 

institutional settings, .both administrative and staff RNs work in 
close association with physicians/ with many .different allied. health 
workers, such! as physical therapists and laboratory technician?; and 
with housekeeping, building maintenance, ^^a^^ other support personnel. 
Effective KN relationships witli physicians, with other health 
providers,, and with support s^t:aff play a large part in determining the 
productivity and ef f iciency ^bf services, i 

By the, terms of their legal licensure or by custom, nursing 
personnel are expected to .perform at different leviels of 
responsibility and functions. Brief descriptions follow. 

; ■ :■■ ■ ',/ . ' . ' 

The Registered Nurse y . ^ 

State boards of/nursing license RNs as professionals, as distinct 
from practical nurses, who take a different licensing examination. 

' : ■ • : ■ . ■ 

*The term "nursing home" applies to facilities that, provide 
long'-term care/to patients with various d^^^ health 
. and/or mobility. As with hospitals, the terra includes a range of 
institutions,^ Licensed to provide different levels of care. In this 
report, "niirsing home" connotes the generic' long^^^ .^^^f facility. 
Where applicable , the report also refers to •-skilled nursing 
facilities" (SNFs)> and "intermediate care facilities" (;I^^^ These. 
subsets« of nursing homes are certified'as qualif ied^tp receive payn^^ 
f or-care to-Medicare pat ients -(SNFs) and /for Medicaid pat iehts (SNFs 
"incLnLCFs) Socia l Securit y Ac t and state ^ 

iaws-"aiid regu^^ SNFa care for patients " 

whose' conditions appear to call for, more skilled and/ or extensive care 
than patients in IGFs. v 
+In a few states, practical nurses are licensed as "vocational ; 
nurses," (LVNs) • However , Jpr the purpose of simplicity , the report . 
refers to both licensed practical nurses and vocational nurses as LPNs. 



Besides providing direct care to patients, RNs manage all nursing 
services and educate all echelons of nursing personnel. ManyKNs 
figure importantly in public health, and some in the forraulation of 
national health policy. Licensure as a RN is the first and basic 
credential "for all these roles; additional credentials are customary. 

..for some of them. . 

In 1980, about 20 percent of the nation's approximately 1.3 
million employed RNs were engaged in nursing service management, 
education, or leadership in special areas of clinical nursing practice? 
designed to strengthen and support either directly or indirectly the 
delivery of basic nursing care,5 Most of the remainder — 
approximately 915, OOO—were primarily providing general nursinjg care 
to patients. Of these, more than 735,000 were in staff or head nurse 
positions in hospitals and nursing homes. In . these roles' they were 
expected not only to have high level technical nursing skills and to 
work closely with physicians, but also,, as we have seen, to assess 
patients* nursing needs oh a 24-hour basis and to plan, coordinate, 
and document the nursing care given by other nursing and non-nursing 
personnel. Iii so doing j they were expected to exercise judgments and 
make informed decisions in all aispects of the nursing care th^t 

^patients under their charge received and to instruct and provide 
emotional support to patients arid *tSi§i^ Almost 50, QOO RNs 

were st^ff or head nurses in public <it community health agencies. 

.About an equal number worked in physicians' offices. 0 

As Figure 1 illustrates, by far the largest proportion of employed 
RNs in 1980, 66 percent, worked in hospitals.. Another 8 percent 
worked in nursing homes, and about 7 percent in one or another public 



ConnmunitY 
and Public 
Health 7.0% 

Physicians' 
Offices 5.7% 

Nursing 

Education 3.7% 



School Health 3.5% 
Self Employed 2.6% 
All Other 3.9% 




FIGURE 1 Where registered nurses worked in 1980. 
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or coraraunity health setting, 8»:''^h ad health departments, visicing 
nurse services, and h ealth c^ ^X^ rs. Less than 3 percent of RNs were 
self-employed J most -of them >4«r'e private duty nurses. Physician^ and 
dentists' offices and health maintenance organizations (HMOs) employed 
slightly less than 6 percent of the RN work, force; student health 
services employed another 3, 5 percent. Nursing education accounted 
for another 3.7 percent . The remainder worked- in such disparate 
fields as occupational health in industry, government agencies, and 
nursing organizations .6 

More than three of every four RNs. who held licenses in 1980 were 
^employed in nursing, but almost a third worked only part time. The 
fact that almost^all RNs are women obviously influences the nature of 
their ^participation in the work force. About 97 percent of the 
almost .1.7 miXlion- RNs whb held active licenses in that year were 
women, with a median age of about 38. More than, 70 percent were 
married, and most had children living at homfeV Th^^ 
responsibilities appeared to make part-time work attractive; almost 
two out of three RNs who worked full time either were not married or 
liad no children living at. hdme.7 Al 1 in all, however, as we will 
see in Cc.?v-:*- II, the RN labor participation rate has been increasing 
steadily ^ '4 &Vo^3t exactly parallels that of other, women with post- 
secondary education. 

The Licensed Practical Nurse 

State boards license practical or vocational nurses to provide 
nursing services under the supervision of. RNs arid/or physicians. In 
1980 approximately 300,000 LPNs were employed in hospitals, where they 
performed routine nursing tasks, largely under supervision. 8 

In 1977, the National Nursing Homd Survey estimated that 97,500 
UPNs were employ.ed in nursing homes. 9 in these settings they have 
greater responsibilities than they «io in hospitals, _ because, as is 
described in Chapter VI, they Soften are the only licensed nurses . on 
the preraisesV The survey found that only 22 percent of such 
institutions have/RNs on duty around the clock. 10^ . .v * 

No recent data are: >vai.lable to show the number and distribution 
of LPNs employed outside of hospital and nursing home settings . In 
1974, private duty' nursihg aiid work iniphysicians/ of f ices ^ accounted 
for 14 percent of 'their employment.!^ Nor is current detailed 
information available on the demographic charact^^^^^ of LPNs. ^ 

However, as with RNs , : the great uniajority of LPNs are women. ^ , In recent 
yearsV practical nurse education- programs have been graduating older 
studerits; in 1980, more than one-t^ird of newly licensed graduates 
wer^ between the ages of 30 and 50, and about one-fifth betwfeen the 
ages of 25 and 29.12 s . 



Ancillary Nursing Personnel 

Aides, orderlies, and attendants are unlicensed and may not 
necessarily be high school graduates. Their training typically is- 



provided by the institutions where they work, although vocational 
programs in some.,^ states and localities offer brief training programs* 
In addition to this traditional core of aides, some undetakmined 
numbers of nursing and other health professional students help support 
;their edutjational expanses by working in this capacity. 

Approximately 386,000 aides were iemployed in the nation's 
hospitals in 1980 and 463,000 in -nursing homes in 1977*13,14 in 
hospitals, ' they carry out routine patient care tasks such as assisting 
in personal hygiene under the direction of either RNs or LPNs. In 
nursing homes, they often carry out a much, wider variety of direct 
patient care tasks and functions. 

Other nursing service personnel include unit clerks and managers 
employed to carry but a variety of administrative functions. 
Hospitals employed about 230,000 such personnel in 1980.15 



The Functions of Organized Nursing Services ' . 

Most efforts to arrive at generally applicable, standardized 
categorizations of the furict ion's of nursing service personnel are so 
genei^al as to be insuf fic iently informative or so detailed as to be 
unmanageable.. However, the listing in Table 1, developed for use by 
hospital nursing service administrators in delegating. responsibilities 
to various levels of personnel, provides an illustration of the range 
and scope of nursing service responsibilities and activities in 
hospitals. The frequencies of task occurrence, of course, depend 
heavily on patient mix. Thie distribution of assignments among RNs, 
LPNsi and aides depends on provisions of state licensure acts, 
staffing philosophy, the availability of personnel, and. their < 
experience and demonstrated capabilities. It also depends on the 
extent to which physicians, social workers, health educators, physical 
and respiratory therapiists, nutritionists, and many other/kinds of 
health personnel are present or absent in any particular institution 
at any particular time. / ^ 



Variations in Nursing Service Staff . Mix 

■ • ' . ' I ■ ' ■ •' /' " . . ^ ■' 

*^ Nursing service staff account for a large share of the operating 
costs of hospitals and nursing homes. In .hospitals, estimates of the. 
proportion are about 30 percent. When these inistitutions face 
pressures to contain costs, . ways to attain the most cost effective 
staffing are widely iaought . In efforts^to identify* the. most effective 
and .efficient mixes, more.^ thafn a thousand studies have examined 
various aspectsNof nursingl^perspnnel .staff ing. 16*17 Widely 
differing patterns are found in hospitals« ranging . from all-RN staff s 
who -carry out the iant ire range or\, nursing activities for patients 
assigned to them, 1^ to configurations that depend on a few highly 
experienced nurses supported by/largie numbers of unlicensed auxiliary 
personnel — sometimes with special training as ''technical aides. "19 
Some nursing service directors \in raultihospital systems predict 
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TABLE 1* Examples of the ResponsLbilit ies of Hospital Nursing Service 
Personnel 



I. Patient Assessment: 

1» Perform admission assessment — 

nursing history 
2» Perform physical acaessment — 
skin, heart, abdomen, 
> > circulation, lungs 
^3. Identify nursing needs of 

patients in various, stages 
of health or illness 

4. Observe apparent change in 

p a t ie n t ' s ^ c Qnd i t ion *y 

5. Analyze, factors such as test 

results and come to a 
nursing diagnosis 

II. Nursing Care Planning: 

1. -Develop appropriate nursing 

care plan ^ 

2. Evaluate changes indicated 
\ / ' on patient care plan 

\ * 3. Establish priorities as 

demanded by a s itut ation 
4.* Adapt nursing actions to meet 
needs of an individual 
patient 



IV. Supervision and Coramunicatxon 
1« Assume charge of 
a unit \ 
Assume responsi- 
bility for a, 
group of 
patients 
Supervise staff s 
Assign others to 
care of 
patients 
Work closely with 
other patient . 
care services 
(e.g. , Qccupa- 
tional therapy, 
physical therapy^ ? 
speech therapy) 
Give "change of . , 

shift" report 
Participate in team 
conferences and 
nursing ,team ^ 
rounds 



2. 



3. 
4. 



5. 



6. 



7. 



III. interaction with MD: 

; i. Interact and collaborate 
(discuss) with MD about 
\ patient's plan of care ' 
' 2. \Contact MD regarding p'^.tient 
\ problemia and/ or change 
in.;Cohdit ion 
3." Interpret MD orders 
;4. 'Receive MD telephone orders^ 
.5., Relate nursing orders to MD 
* 6. • Assist MD with special 
procedures 



Patient and Family 
Teaching: 

1. Orient patient to 

unit 

2. Teach' patient and ^ 

family about health 
- problems (e «g« , 
'diabetes, colostomy 

care) . 

3. Serve as patient- 

advocate I 

4. Support patient and 

family when in 
physical land . 
emotiona| distress 



5. 



Reinforce .teaching, give 
out information, help 
patient and family under 
stand course of care 
(e.g., postop, preop, 
simple instructions). 



TABLE 1 (continued) 



VI. Documentation and Patient Care: 
Initiate charting and 
review charts for 
completeness— sign 
. name 

Chart nursing care progress* 

if patient condition changes 
Chart routine activities of 

daily living 
Chart vital signs 
Chart narcotics and narcotic 
counts 



VII, 



1. 



2. 

3. 

4. 
5, 



VII. Nursing Procedures: 

1« Routine temperature* pulse, 
respirations 

2. Routine blood pressure 

3. Invasive procedures, i.e*, 

nasogastric tubesi Cantor * 
tubes, Miller-Abbot tubes, 
remove subclavian catheters, 
arterial lines, etc. 

4. Maintain parenteral fluid 

flow, replace bottles, 
establish infusion rate 

5. Observe and report infusion 

rat^ 

6. Aiirway suctioning 

7. Assist with intermittent 

positive pressure breathing, 
inc ent ive spirometer , 0 2 
administration, etc. 

8. Soak and sitz bath, etc. 

9. Surgery preps, major lab, 

x-ray prep 

10. Major dressing change— wound ' 

irrigation,, suture removal, 
sterile dressing, etc. 

11. Dressing chanjges after initial 

change, wound assessment,, 
application of ACE bandages, 
decubitus care 

12. CPR — Cardiopulmonary 

re susc it at ion 



(continued) 

15. Handle special equip- 
ment required by 
patients (e.g., 
monitor, 
respirator 
Give enemas and 



16. 
17. 

18. 



VIII. 



19. 



IX. 



douches 
Coordinate care 

during death 

and dying 
Collect specimens^ 

perform, tests: 

stool, emesis, 

occult blood, 

clinitest, specific 

gravity, etc. 
Turn, cough, deep 
breath 



Medication: 

1. Pass routine oral 

medications 

2. Give IV medications 

3. Give IM medications 

Direct Patient Care: 
Provide direct care to 
patient including per- 
sonal hygiene needs, i«e., 
bedbath, backrubs, mouth 
care. Changing bed, assis- 
tance with bedpan and , 
voiding. Also includes 
transfer of patients from 
bed' td chair and patient 
positioning 

1. Class I patients 

2. Class II patients 

3. Class III patients 

4. Class IV patients 



X. Meet Patient's. 

Nutritional Needs: 



13. 
14. 



Advanced cardiac life support 
Arrythroia detection 



1. Pass meal trays : 

2. Pass drinking water 

3. Assist^with feeding 



SOURCE: Vandan, M.T. Measurement of ta 
nominal group process analysis. Medical 



sk delegations "iamong nurses by 
Care, 1982, 20(2), 154-164. 
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that in. the medical centers of the future, in contrast to me ,evei. 
growing numbers of RNs in the recent past, a few highly trained 
specialized clinical RNs will coordinate the care of a defined number 
of patients, supported by technical nurses and technicians. Today, 
however, hospitals for the most part employ a variety of mi>ces of "RNs, 
LPNs, and auxiliary staff. IndividySl nursing.service directors 
determine the proportions of the mix on the basis of their • 
institution's mission, policies, and resources and their own 
perceptions of patients' needs. 

■5 

Variations By Setting of Care—Hospitals and Nursing Homes 

Some of the complexities surrounding definition of the RN's role 
in relation to patients and to other nursing personnel can be 
illuminated by comparing the mix of nursing personnel staff in 
different settings of Care. As Figure 2 illuatratea, RNs constitute 
46 percent of the nursing personnel in United States hoepitaLs 
registered by the American Hospital AssociationMAHA) ,* xn contrast to 
only 15 percent in nursing homes certified as skilled nursing 



*The American Hospital Association membership includes approximately 
6,000 hospitals and other patient care organizations in the Uriited 
States and Canada and 24 hospital schools of nursing. In addition, 
the AHA has individual members. 



LPNs 
17% 



RNs 
46% 




Other . 
14% 



Hospitals^ ^ 



RNs 
15% 



LPNs 
14%, 



Aides 
71% • 



Nursing Homes 

Certified as Skilled 
Nursing Facility 



FIGURE 2 Mix of fiill-time equivalent personnel providing nursing 
services in U.S. registered Hospitals and in SNF nursing homes. 
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jLttu j«jLjLL JLca \ oiira/ V J fc*. ^ne average nua]Jd.Ltii, jjcilxciil tcucxvco an 
average of 2.5 hours of KN time in a 24-hour period, butfa study of 
nursing homes found that their patients receive RN care for an 
ag^T^g^te of 12 minutes in SNFs and 7 minutes in nursing homes 
certified to give intermediate care. 22 

Aides and other unlicensed ancillary nursing personnel constitute 
71 percent of the nursing service staff in SNF nursing homes, but only 
23 percent in hospitals. The proportion of LPNs is more nearly the 
same in both types of institutions — 14 percent and^ 17 percent, 
respectively. 

Variation by Hospital Characteristics 

Hospitals have widely varying characteristics . As would be 
expected, their mix of nursing services staff varies greatly according 
to the type of institution, geographic location, size, mission, and 
sources and amount_of revenue r — The annual surveys of hospitals 

^conducted "by^^he AHA reveal many of thesfe differences. In 1980 for 
example, 49 percent of the full-time equivalent (FTE) nursing servic^ 
personnel in general hospitals (acute care) were RNs and 21 percent 
were aides, while in chronic hospitals the proportions were almost 
reversed^ — 21 percent RNs and 44 percent aides.* The proportions of 
LPNs were 18 and 17 percent, respectively, in the two types of 
inst itut ions .23 . * . c 

' Staffing mix differencies among community hospitals in different ' 
geographic regions also are substantial. For example, in the AHA s 
western region, community hospitals averaged 52 percent FTE RNs and 18 
percent aides, but in the southern. region, PTE RNs averaged 41 "percent 
and aides 25 percent. However, the proportion of FTE LPNs to total 
nursing service staff was about the same — 17 percent and 19 percent, 
respectiviely.24 » 

The proportion of RNs in the nursing staff services increases with 
increase in hospital size. In 1980, in small hospitals (50-99 beds), 
only 39 percent of the nursing service staff were FTE RNs compared 

vwith 53 percent in hospitals of 500 beds and more. 25 Conversely, 
the proportion of FTE LPNs decreased with increasing hospital size, 
dropping from 23 percent of the nursing personnel of small hospitals 
to 15 percent in the largest hospitals. On the other hand, the 
proportion of FTE aides and other nursing personnel remained fairly 
constant in hospitals of different sizes. 

The ratios of RNs to other nursing personnel in hospitals and 
other settings suggest only part of the complex problem of differing 
roles and responsibilities. In its 1980 annual survey, the AHA for 
the first time- delineateld two categories of RNs — tliose.who function in 
staff and head nurse^.positions in hospitals and those who function in 

*The number of full-time equivalent personnel (FTE) is calculated by 
adding half the number^of persons employed part. time to the actual 
number of those employed full time. 
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management and clinical nurse specialist positions. In contrast to 
the wide variations in^overall nursing service staff mix cited above, 
in general and chronic'diseasehospitals of all sizfes arid geographic 
locations, administrative and clinical specialist RNs consistently 
make up approximately 7-8 percent of the total nursing personnel. 
This means that in hospitals that have fewer total RNs to begin with, 
an even smaller number of RNs at the staff and head nurse level are 
available to deliver patient care. For example, when, for purposes of 
analysis, the advanced nurse positions are removed from the overall 
nursing personnel staff mix, RNs constitute only 15 percent of the 
nursing personnel in chronic hospitals compared with 42 percent in 
general hospitals, and RNs are only 32 percent of the nursing personnel 
in small hospitals compared with 44 percent in hospitals of. 500 beds 



or more. 



Variation Within States and Within Institutions 

National averages conceal a range of staffing patterns among 
. hospitals-of the same general type in the same state. ' For example, 
among 88 community hospitals in Virginia having patient care patterns 
more or less conforming to the national average and responding to a 
1978 staffing survey; two had all RN .nursing staffs, one had only RNs 
and aides, seven had only RNs and LPNs , and the remaining 78 had the 
traditional mixes of all three types of nursing service personnel. 

The proportions of RN staff can be expected to be adjusted to the 
types of services provided. Thus, staffing patterns vary greatly among 
-the different nursing units of any individual institution-. In some 
large public hospitals, as much as three-quarters of the available 
total RN staff are aseigned to intensive care units and emergency 
services, thelc^general care patients being left with only skeleton RN 
coverage. 27 in hospTfcals and "nursing homes alike, the proportion of 
RNs to LPNs and aides is reported to be considerably higher during 
daytime shifts. There are frequent .anecdotal reports of LPNs serving 
as charge nurses on night shifts. . ~ ^ 

The numbers and ratio of RN staff to other nursing personnel. are 
obviously a ^strong determinant of the functions that RNs have time and 
resources to\perfom. These^factors in relation to patients _ nursing 
needs largely determine their actual day-to-day responsibilities and 
roles. For example, at. one extreme, when a nursing home has only one 
RN for one 8-hour shift to serve 100 patients, about 40 percent of. 
whom, require intensive nursing care, this nurse's time will be mainly 
occupied by supervision and paperwork..* RNs in such settings have 

*The National Nursing Home Survey in 1977 reported that 43.8 percent 
of residents "had received intensive nursing care"/ within the 7 days 
immediately preceding the survey. ' (Some measures of "intensive nursing 
care" included oxygen therapy, intravenous injections, and 
catheter iz«/rions . ) . From DHHS , NCHR . Nursing hom e utilization in 
C alif ornia. Illinois . • Massachusetts . New York, and Texas ; 1977 
national nursing home survey (see. Reference 3 tor complete citation;. 
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scant opportunity to assess these patients' nursing needs, to plan 
their care, to provide encouragement and support, to carry out complex 
nursing procedures, or to ease the passage of the dying. To the 
extent that such activities are performed, others must perform them. 
At the other extreme, when a hospital non-critical care nursing unit 
is staffed entirely by RNs with a ratio of one nurse to four patients 
on each shift, these RNs are likely to have the time to exercise the 
^full range of nursing judgment and skills. 

. ' . ".. • • 

Education for Registered and Practical Nurses 

Because no simple characterization of RN roles is possible, 
nursing education faces great challenges in preparing its students. 
As will be seen in later chapters, both the costs and the tasks of 
preparing fully functioning nurses appear to be shared between the 
institutions that provide their basic formal education and the 
employers who orient them to assume the specific responsibilities 
required in the particular situations of their practice. 

Nursing students can prepare for RN licensure in any one of three 
kinds of programs: diploma programs in hospital schools of nursing 
(303 in 1981) offer a diploma after successful completion of 2-3 years 
of study after high school graduation, but no academic degree; 
associate degree (AD) nursing^programs (715 in 1981), usually located, 
in 2-year community colleges, lead to an AD in nursing; and 
baccalaure ate programs , usually 2-year nursing majors in 4-year 
colleges and universities (383 in 1981), lead to a baccalaureate 
degree in nursing. 

Until the early 197Ds the majority of new graduates were prepared 
in diploma prograr^s . Thus, of the RNs who held licenses in 1980, 54 
percent had their highest educational preparation in such programs; 18 
percent had been prepared in AD and 20 percent in baccalaureate 
programs. By 1981, however, as is i^llustrated in Figure 3, the 
graduation picture had dramatically changed. More than 82 percent of 
new nurse^graduates in that year were prepared in the higher education 
system, either irr~AD~or~in baccalaureatje^prograras ^ 

All these types of basic nurse education prograra8~un3¥rt^e~to 
prepare a generalist RN. The nature and extent. of the differences and 
similarities among the baccalaureate, AD, and diploma educational 
pathways to RN licensures are not widely'^known. Although each of the 
1,422 nurse education programs probably lists its curriculum require- 
ments in catalogues, there are no compendiums of the infomation in a 
jEorm that permits comparative analysis. Nor does the National League 
for Nursing CNLN) , the accrediting body for all these programs, issue 
written quantitative or minimum requirements for numbers and . 
distribution of curriculum hours. and corresponding requirements for 
clinical experience that, would permit such analysis^S. However, the 
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FIGURE 3 Trends in number of graduates of prograi^s preparing Ifor 
registered nurse licensure, 1960"1981. ' 



accreditation review bodies bfJ the NLN ftre reported, to expect 
baccalaureate programs to offer some basic preparation in comraunity 

health.* - ' ^ ' i u ^ 

One major diistinction among the programs is clear.. Only the 
attainment of the baccalaureate degree in nirsiug permits the graduate 
to progress to master's and doctoral degr^it nursci education. Slightly 
more than 5 percent of RNs in 1980 held such advanced nuxsing degree % 

Baccalaureate completion programs, specifically designed for RNs 
with diploma and associate degrees who wish to earn a baccalaure£\te 
"are an increasingly popular type of nurse- education. Such prograxTtn, 
sometimes referred to as "post-RN programs, " usually raquire 7. or. more 
years' of study. Most are giyen in schools of nursing that also of fer . 
4-year generic baccalaureate degree programs; others ate separately 
organized. Graduations from such po8t-RN progr/uus almost quadrupled 
between 1972 and 1981.29 In another even more recent development in 
nurse education, hospital '^schools of nursing have been reaching out to 
combine in x^arious ways with either AD or baccaliureate progrania. The 
purpose io to allpw graduates to obtain academic degrees wi.iio they 
-retain--the_dip_loma^&chool9V traditional emphaaia ^ o 
experience. As of 1982, two out of every three diploraa prog^a^r'^^^have 
developed or are in the process? Of developing such affiliations. 30 
Practical nurses^ receive thex5' training in .one of approximately 



*The National League for Nursing 'accredits, all three types of ' 
programs leading to RN Ucen£;ure, as well as post-RN programs and 
practical nurse programs.. Its G?embership of 17,000 comprises 
organizations (primarily educational institutions) and individloals. 
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1,300 programs A These, too, vary in sponqbrship and length. State 
boards of nurrs ink usually accept candidates for the nationally 
stcndardiz;ecil LPN examination who are high school graduates or have 
successfully completed high school equivalent programs and .haye. had 9 
months to 1 year of |)ractical nurse training in an approved program.. 
In 1980, over half the. LPN programs were conducted in' trade, technical, 
or vocational schools^a'nd more than one-quartet in junior and community 
colleges. The remainder were offered by hospitals. The proportion of 
hospital-sponsored programs has been declining, while those in 
comraunity colleges have been rising. 31 Some AD programs prepare 
students for practical nur^se licensure after the first year and for 
the RN examination after the second year. 



Relation of Type of Generalist Nurse Education 
to licensure and Practice 

Graduates of all three types of nurse education programs that 
prepare for RN licensure take the same standard national examination 
to obtain licensure in their respec tive states • '^According to annual 
surveys by the NLN of aj.1 newly licensed nurses 6-8 months after 
graduation, each of which usually elicits about 55,000 responses, more 
than 90 percent of tfie graduates from each of the three types of 
program's take positions in hospitals. There, after, an 
orientation period, all are'. customarily assigned to carry out the same 
kinds of direct patient care activities. Usually they are employed as 
staff nurses, sometimes as head nurses^ or charge nurses . For the past 
several years the NLN survey has consistently found that larger 
proportions of AD/^graduates reported having head or charge nurse 
positions (13. 2 percent in 1980) than did either diploma graduates 
(8.6 percent) or/'baccalaureate graduates . (7.7 . percent) .33 xhe NLN 
report speculates that greater numbers of AD graduates may have 
attained such positions of responsibility early in their RN careers 
because of. previous experience, as indicated by higher proportions who 
werie older, married, and had families. 

In re'gard to salary, the relative standing of newly licensed 
baccalaureat4 nurses appears to be more favorable. In 1980, the same 
NLN. survey estimated that the median salary of all newly licensed RNs 
was $14,100^ The median annual salary for baccalaureate nurses was 
about i400^higher; that for AD and diploma graduates , almost identical, 
was about /$225 lower. Analysis also rieveala that a higher proportion 
of baccalaureate graduates (41.8 percent) earned at levels of ^15,000 
and overythan did AD and diploma graduates (31.8 and 30.7 percent, 
respectively) .34 These salary differences among the newly licensed 
graduates, however, do not ^appear to be commensurate with the 
differences in length of their educational preparation. and its costs, 
which /as Chapter III relates, are considerably greater for 
baccalaureate than for AD graduates. f 

. - / . 



Differentiation in Employment Patterns \^ 

Over the longer term the investment by\oth nursing students and 
society in baccalaureate programs appears to , offer nurses a more 
varied choice of careers. One way to look at. the careers to which 
graduates of the three programs gravitate is to examine their types of 
employment at ages 35-39, a point in life when choices among 
•alternatives have become more apparent .than when they first left 
school. Table 2 shows that among baccalaureate nurses in that age 
group, more than 15 percent were employed in public and community 
health (a category that includes.. visiting nurse services, school 
health services, and occupational health), compared with only y 
percent of the diploma graduates and 6 . percent of the AD graduates. 
Also, a far higher proportion of baccalaureate graduates were in 
nursing education. Only about 4 percent of baccalaureate graduates 
were working in nprsing homes, a low-paying work setting. 

TABLE 2 Percent Distribution of Registered Nurses Aged 35-39 Years in^ 
Selected Types of Employment According to Their Highest Levels of 
Educational Preparation, November 1980 



Type of Employment 


Diploma 


Assoc late 
Degree 


Bacca- 
laureate 


Hospital 

Nursing homes 

Public and community 
health, student and 
occupational health-. 

Nursing education . 

All others 

Not employed in nursing 


47.5 
7.3 

9.0 
1.2 

10.0 
55.0 ^ 


67.4 

6.7 

6.1 
0.6 
7.5 
11.7 , 


45.4 
' 3.9 

15.4 
- 4.3 
6.4 
24.6 


TOTAL 


100.0 


100.0 


100.0 



SOURCE: Study analysis of data from National Sample Survey of 
Registered Nurses, November 1980. 



Hospital and nursing home employers of RNs find other aspects Of 
the findings reported in Table 2> to be -of particular interest. ^ 
Proportionately, only about half- as many AD graduates in the 35-39 age 
group reported themselves to be "not employed in nursing as did 
diploma and baccalaureate nurses. Also, more %han two-thirds, of AD 
graduates were working in hospitals, compared with less than half the 
diploma and baccalaureate graduates. Finally, nursing :homes. appeared 
to attract about the same proportions of diploma and AD graduates-- 
considerably higher than the proportion of baccalaureate graduates.. 



The wider diversity of careers that appears to characterize 
baccalaureate RNs was observed in another NLN study that , followed over 
time a panel of approximately 6,000 RNs who entered nursing in 1962. 
Ten years later, in 1972, 68 percent of diploma graduates and 66 
percent of AD graduates were still in the direct patient care 
positions of staff and head nurse, compared with only 48 percent of 
baccalaureate prepared nurses. Almost twice as high a proportion of 
baccalaureate nurses were in teaching or administrative positions or 
held expanded nurse jobs such as nurse practitioner.^^. Analysis of 
the National Sample Survey of Registered Nurses, November 1980, shows 
that among employed RNs with 11 to 15 years of experience, 65 percent 
"of diploma, 53 percent of AD, and 52 percent of baccalaureate 
graduates still held direct patient care staff level positions'. 
However, as in the NLN study., a considerably hij^her proportion of 
baccal nuceate \RNs with these years of experience held administrative 
positions (8,5 percent) than did diploma RNs (5 percent) or AD RNs (3 
percent) • 

Differentiation by Type of Patient Care Activities 

Most of the nursing literature conceptualizing the difference 
between the responsibilities for which the three RN educational tracks 
prepare nurses assumes that baccalaureate nurse education prepares RNs 
not only for advanced positions in nursing but also for activities in 
direct patient care that call for the exercise of independent 
professional judgment,.. In contrast^ it is assumed that AI) nurse 
education prepares for "assisting, technical** tasks. 36, 37 The 
extent to which differentiation of patient care responsibilities 
actually occurs in practice is not known. However, responses of RNs 
to the National Sample Survey of Registered Nurses, November. 1980 
provide some evidence, based on the respondents* answers as to whether 
or not they performed certain^activities set out in the survey* 
questionnaire. For our study purposes, selected actiyitiea were 
grouped according to whether they appear to indicate some independence 
in decision making or whether they appear to indicate some form of 
assisting role. /To sharpen the analytic framework, comparison of 
differences in these respects among the graduates of diploma, AD, and 
baccalaureate programs was based on the responses of experienced RNs 
(11 or more years experience) employed as staff nurses in hospitals 
providing direct patient care. The results are displayed in Table 3. 

As.can be seen, whatever the, type of generalist nurse education 
background, among all staff RNs who provide dirject care to patients a 
high proportion reported performing activities that suggest the 
independent exercise of judgment. There appear to, be no marked 
differences in the activities nurses with different educational 
preparation perforttied. However,, a somewhat higher percentage of AD 
nurses reported performing most of the listed activities, whife/her of a 
self-directed; or assisting character, than did the diploma and 
baccalaureate nurses. This finding is difficult to interpret. It may 
mean that although all Jthe_respondents had the same title, staff 



TABLE 3 Percent of Experienced- Staff Nurses in Hospicaxs Keporting 
Performing Activities That Indicate Independent Judgment, by Highest 
Educational Preparation, November 1980 



Associate Bacca- 



Activity , Diploma Degree laureate 

Activities indicating 

independent judgment 

Obtaining heailth histories 65 71 63 

Performing physical examinations ' ^ 
using instruments (e.g., 

stethoscope, otosc.ope) 17 18 

Performing some proportion 

of examinations 43 47 ' 41 

-Instructing patients in management 

of defined illness 67 ' . 70 67 

Instructing patients in health 

maintenance 64 63 67 

Primary responsibility for follow- 
through, on care ^ 46 50 48 



Assisting activities 

Assisting during patient exams 70 I? ^, 

Administering medications 
Sustaining and supporting persons 
during diagnosis or therapy^ 



78 81 71 

62 72 57 



Implementing therapy 57 '59 59 



SOURCE: — Study-analysis-of~data~from-Natlonal~Sample-Survey-of~ 
Registered Nurses, November 1980. 



nurse, those with baccalaureate and diploma preparation were more apt 
to be occupied in record keeping and other kinds of responsibilities 
that drew them away from direct patient care. 

A parallel analysis of the responses of RN staff nurses in 
hospitals with only 1-5 years of experience also showed little 
difference in the percentage of nurses performing the various 
activities according to their educational background.* 

• .. ' • ' / 

*The8e results and other details on the differentiation of RN 
employm&i<t, activity, and salary according to type of educational 
preparation may be found in Bauer, K.G», and Levine, E. Analysis of 
career differences among registered nurses wit h different types of 
nurse education . . Background paper by. the Institute of Medicine Study 
of Nursing and Nursing Education. Available from Publication-on- 
D'emand program, National Academy Press, Washington, D.C. , 1983. 
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Over the past two decades ». there has been considerable controversy 
about the desirability of ' continuing three separate education pathways ' 
to prepare students for professional licensure as RNs and alsp about 
the role of education programs preiparing students for practical 
nursing. Nursing leaders^ through their professional association, the 
American Nurses* Association (ANA) , have since 1965 been advocating a 
formal differentiation in the roles and titles of graduates of the AD 
and baccalaureate programs*^ ANA takes, the position that a 
baccalaureate degree in nursing should be the minimal educational 
preparation for entry into professional nursing practice. It holds 
that the AD graduate should be prepared for /'technical** practice,- 
should have a more limited scope 6f practice (as yet unspecified), and 
should function with direction* from the baccalaureate prepared nurse* 
Although the ANA is silent on diploma programs currently preparing for 
RN licensure and on programs currently preparing for LPN licensure, by 
implication there would be no future place for either. 

The ANA position derives from a statement of principles developed 
in 1965 that ** the education for all who are licensed to practice 
nursing should take place in institutions of higher learning,** and 
that **minimum preparation for technical nursing practice at the 
present time should be an AD education in nursing* **^3 

In 1978, the ANA House of Delegates adopted the following formal 
resolutions to advance its position: 39 

• that the ANA ensure that two categories of nursing practice be 
clearly identified and titled by .1980; ! 

• that by 1985 the minimum preparation for entry into 
professional nursing practice be the baccalaureate in nursing; and 

0 that„the-ANA,_through.-appropriate_.s true tural--units-,— work 

closely with state nursing associations and other nursing 

organizations to identify and define the two categories of nursing 

practice* 



The American Nurses* Association is the professional organization * 
of RNs* In August 1982 it had 163,724 members — approximately 10 
percent of RNs holding^ctive licenses. Its^staced purposes are to 
(1) work for improvement of health standards and the availability of 
health care services for all people, (2) foster high standards of 
nursing, and (3) stimulate and promote the professional development of 
nurses and advance their economic and general welfare (ANA Bylaws as 
revised July 1982)* The ANA also sponsors the American Academy of 
Nursing, the American Nurses * ...Foundation, and the Nurses Coalition for 
Action in Politics (NtCAP) . In. July 1982, the ANA House of Delegates 
adopted bylaws that change the ANA from an individual membership 
organization to a federation of state constituent members* The new 
federation/Structure will be fully operational in July 1984* 
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move forward in the coming biannium to expedite impiemencacion oe 
baccalaureate in nursing as the minimal educational qualification 
entry into professional practice." _ 

Hospitals and nursing home organizations, organizations 
representing AD and diploma RNs and their education programs., and 
organizations of practical nurses have opposed the ANA position. They 
believe that the current diversity of educational pathways responds to 
the needs of diverse practice settings where different kinds and mixes 
of nursing service personnel are employed. For example, the most 
recent official position of the AHA House of ^)elegates, adopted in 
August 1982, is that "the American Hospital Association reiterates its 
support for all three types of programs of nursing education: 
associate, diploma and baccalaureate. All three are needed to provide 
,,an adequate supply of nurses for hospitals. "^»0 At the same time, 
the AHA and other employers of nurses recognize the need for many 
nurses prepared for responsibilities in an ever more sophisticated 
health care system and support the goal of individual nurses to 
advance their education. ... 

Some nursing organizations take somewhat intermediate positions. 
In February 1982, the Board of Diftectors of the NLN, which accredits 
practical, diploma, AD, and baccalaureate nursing education programs, 
adopted a statement that explicitly supports the retention of all 
current types of nurse education programs arid the current system of 
state licensure but nevertheless recognizes the goal, of baccalaureate 
preparation for entry into professional practice. *1 

The controversy over the education to be required for entry into 
professional practice has divided nursing, particularly in its 
influerice at the. state level, where legislation to change current 
nurse practice ac ts would usually be required to implement a pos it ion 
limiting entry into professional practice. Such legislation has been 
introduced in some states but not enacted. _ / 

Established differentiation of employment and titles among m$ 
prepared in the three-types of programs has not yet occurred bu^/ may 
well ev6lve in the future. It Is unclear at this time whether/it 
would be more likely to occur through changes in laws, through 
professional certification, through the natural functioning 6f the 
marketplace, or through some combination of approaches. Public health 
and community health agencies have long jgiven preference to 
baccalaureate nurses, as have the military and veterans hospitals. In 
site visits to university medical centers and teaching hospitals , the 
study found many instances in which nursing service directors, 
recognizing the potential career growth potential of /baccalaureate 
graduates, sought to employ them exclusively or for /certain defined 
levels of responsibility. / c n. 

This impression was confirmed in a recent report of the 
Association of Academic Health Centers on the impact of changes in 
federal policy on academic health centers. The report noted that 
almost all hospital administrators interviewed in its.survey voiced 
complaints' over the amount of orientation time nee-ded for the newly 
' graduated. nurses they employ who have come from baccalaureate and AD 



hoapital administrators expressed a preference ^or baccalaureate, if 
not master's degree, nurses for the staffing ofVintennive care and 
other specialized patients care units, and for nuirse supervisory and 
administrative positions .^2 By means of job counseling and response 
to promotional opportunities, nursing students anS RNs who have 
graduated from other prpgrams may find that future\ career progression 
in large hospitals may be conditional on earning the b.accalaureate 
degree in nursing. Thus, to the extent that baccalBureate graduates 
increasingly establish their value to hospitals and\to other. nursing 
employers, position and salary differentiation can be expected to 
respond to market forces, as in other occupations. \ 

Responsibilities of Advanced Level Nurses 

A large proportion of RNs occupy important' leadersh^ positions in 
many aspects of nursing service and nursing education* To cite but a 
few examples, directors of nursing service and their assiVitants often 
manage multi-miilion-dollar nursirig service budgets invhoapitalse The 
nursing service staff, on the average, makes up 43 perc'ent\of tbtal 
hospital personnel; it**is by far the largest single personnel 
component. The National Sample Survey of Registered Nurses\ November 
1980 estimated that hospitals employed 23,100 nurses in top 
administrative positions and an additional 48,600 in middle management 
supervisory positions, while nursing homes employed more than 19,700 
nursing service administrators and 14,400 nurse, supervisors .^^ 

The count of nurses who have had advanced training and who • 
practice in one or more clinical spec ialt ies ' is made difficult by the 
variety of position titleis they hold. According to the same National 
Sample Survey of Registered 'Nurses, November 1?80, about 24,000 such 
nurses, including 5,700 nurse practitioners, provided specialized 
clinical support to hospital nursing services. In addition, hospitals 
employed 11,800 nurse anesthetists. By contrast, the nation's 19,000 
nursing homes employed fewer than 1,300 clinical nurse specialists, 
almost all of whom were consultants*^^ 

Of the 83,400 RNs who worked in public and/or community health in 
1980, about 15,000 occupied administrative or supervisory positions 
and about 9,200 were some type of clinical nurse specialist, including 
almost 4,500 nurse practitioners or midwives. 45 

Another, important component of nursing is the nurse educator. 
Estimates from the same survey reported slightly over 37,000 nurses 
were instructors in nursing education programs preparing nurses for 
initial licensing or for graduate degrees. ^6 in addition, almost 
16,000 nurses in hospitals and 2,000 in nursing homes repotted 
themselves as instructors--pre8umably in diplpma programs, conducting 
staff development, or continuing education programs, or with adjunct 
teaching appointments in academic nursing education programs. 
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Kducation for Advanced Lovol Posit ions 

Advanced preparation is nqcessary for nuraes who will work in 
nurse education. Vet in 1980 only alightly more than 5 percent of RNs 
had graduate degrees in nuraing. Others, in undetermined numbers, had 
one of-;another form of special non-degree training to earn either 
professional or institutional certification. , Certification programs 
are offered to KNa by the ANA, by nurse specialty asaociations, and by 
some academic nursing education programs. Moat certifying bodies 
require that applicants have substantial clinical experince in tje 
area of their specialty within the preceding 3 years. About 10.300 
RNs hold certificates in one of the 17 nurse specialty areas for which 
the ANA offers certification; about 59,000 others hold certificates 
from one of more than 25 member bodies of the National Federation for 
Specialty Nursing Organizations (Appendix 4).- Many large hospitals 
also offer institutional certification to successful graduates o£ . 
their various staff development programs in some special nursing 
field, such as coronary care or trauma care. 

Table 4 shows the highest nursing-related educational preparation 

TABlI 4 Distribution. of Registered Nurses Among Positions in Nursing 
Service Managetaent, Nurse Education, and Clinical Specialties by Highest 
Educational Preparation, November 1980 



Title 


Total 


Associate 
Deeree 


Diploma 


Bacca-* 
laureate 


Masters 


Doctor- 
ate 


Administrator or 
assistant 


100.0 


9.7 


46.7 


24.0 


18.2 


1.4 


Consultant 


100.0 


8.8 


39.3 


28.2 


23.2 


0.5 


Supervisor or 
assistant 


100.0 


17.4 


59.8 


19.4 


3.4 




Instructor (all 
nurse educators) 


100.0 


7.0 


20.,1 


32.2 


38.2 


2.5 . 


Nurse practitioner/ 
midwife 


100.0 


10.5 


40.1 


30.1 


« 

19.1 


0.2 


Clinical nurse 
specialist 


100.0 


15.3 


36.7 


20.2 


27.1 


0.7 . 


Nurse clinician 


100.0 


14.0 


43.9 


26.8 


13.0* 


2.3 


Nurse anesthetist 


100.0 


19.5 


55.5 


23.4 


1.6 




TOTAL 


100.0 


20.2 


51.1 


23.4 


5.1 


0.2 



SOURCE: National Sample Survey of Registered Nurses, November 1980, 
Table 10, p. 18 (percentages recalculated to eliminate unknovms) ^see 
Reference 1 for complete citation). 



of KN6 in ndvancod nureing positiona in 1980| not including 
certification. To tho extent that graduate education at the master'a 
or doctoral level is considered important for tho managemonty 

?ducationi and advanced nurae apocialist and consultant positions 
isted (which 264|i58 KNs filled in 1980) » there appear to bo deficits 
in the formal educational attainments of many nurses in advanced 
positionSf Except for those in*nursing educationi the groat; majority 
of such positions are filled by RNs whose highest education is a 
diploma or a 2'-'year AD degree* Even in the field ef nursing education, 
as will bo documented in Chapter there is an appreciable deficits 

The relatively low average level of fonnal educational attainment 
of nurses in management positions may be explained in part by larger 
proportions of diploma nurses being employed in small hospitals and in 
nursing homes* Many nurses in clinical specialist positions probably 
received their training in certification programs* 

Tdday, howeveri from testimony the committee has received, and 
from its analysis of the move toward post-KN programs, it is apparent • 
that increasing numbers of diploma and AD nurses are working toward 
baccalaureate .degrees and that increasing numbers of baccalaureate 
nurses are seeking graduate education* These trends and their 
implircations for future nursing 'education funding policy twill be 
discussed in Chapters IV and V* In part, they may be a, response- to 
the varied career opportunities^ open to nurses with master's and* 
doctoral degrees. In part,' also, they may be a response to the higher 
salaries earned by nurses with advanced education. 

The study analyzed salary data from the National Sample Survey of 
Registered Nurses, November 1980, according to the RN .respondents ' 
years of experience and their highest educational preparation. As can 
be seen in Table 5, at most levels of experience there is a small but 
steady increment in the median salaries from the RNs with diplomas, 
who rank lowest, to the RNs with graduate degrees, who.rank highest. 
Salary differentiation among the three types of generalist nurse 

,TABLE 5 Median Annual Salaries for Full-Time Registered Nurses, by 
Years of -Experience and-Highest Educational Preparation, November 1980 



Years of 




Associate 


Bacca- 




Experience 


Diploma 


Degree 


laureate 


Graduate 


1-2 


^15,322 


■ ^15,741 


$16,568 


$17,367 ' 


3-5 


16,440 


16,714 


17,178 


18,653 


6-10 


* 16,955 


17,473 


18,210 


20,773 


U-15 


17,179 


18,528 


18,898 


22,117 


16-20 


17', 490 


20,8 70 


19,569 


22,997 


21-25 


17,915 


18,086 


19,965 


22,352 


26+ 


18,040 


18,393 


21,100 


23,851 



SOURCE: Study analysis of data from National Sample Survey of 
Registered Nurses, November 1980* 
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graduates is-usually less than $2,000 per year. However, nurses with 
graduate degrees have annual salaries $2, 000-i4,000 higher than nurses 
with lesser preparation. - 



Federal, State, and Private Financing , / 

' of Nurse Education 

The nation's huge annual investment in higher education has . 
traditionally been planned and supported largely by state governments 
and the private sector. Collectively, st;ate appropriations for higher 
education totaled approximately $23 billion in fiscal 1982.^' The 
federal government's support of post- secondary education , has been 
given, in two main directions. First, it has added to and disseminated 
fundamental knowledge by supporting research and by collecting; and 
disseminating information.. Second, since World War II, the federal 
government has assumed -a basic responsibility to' make post-secondary 
and vocational education available to qualified needy -students for the 
general purpose of enriching the nation's overall resources of educated 
&d technically skilled people. In 1982, federal appropriations for 
financial assistance programs to students, including PellGrants and 
campus-based student aid, but^ not including Social Security and 
veterans' benefits, totaled $6,9 billion (see Chapter III). In 
^addition to t:hese major roles, federal support has also taken the form 
of technical assistance and support of innovative programs. 

In special circumstances and at special times when critical 
manpower shortages have.arisen, the federal 'government has stepped in 
with- specific programs to alleviate them. Such assistance has been ^ 
particularly notable in health and scientific manpower legislation. 
It is important to view the financing of nurse education, including 
the Nurse Training Act and its successive, amendments, . in this general 

context. ■ ' ■ 

Before World War II, nurse education, with a few exceptions, was 
largely th4 responsibility of the private sector. Nurse education 
took place almost entirely in hospitals, often in an apprentice-type 
mode where formal and informal instrucKion of students was exch^ged 
for the students' services in patient 'iirtrv;. . At the same time, 
hpwever, schools of nursing in a few univ- .--sities were establishing 
the models that education for RNs would lc-11ow in the postwar period, 
when it largely moved out of hospitals and into institutions of higher 

learning. - , , . , 

Since World War II, ' nurse education has been a.ncreasingiy 
"supported by state and local tax dollars as the number of diploma ^ 
•'programs (almost entirely private)' dwindled and the number of AD 
programs in community colleges (almost entirely .pA^ic) soared. Since- 
1970, tlie proportion of baccalaureate' nursing programs has remained 
'almost evenly, divided between private and public colleges and 
universities. '^8, 49 ' ' . ■, , . i j • 

Although the federal govemiiient had been tangentially involved^in 
nursing since the 1930s, the Nurse Training Act of 1964 (P.L. 88-58U 
was the first comprehensive federal legislatiop to provide funding. for 
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nurse education. Xn response to the 1963 report of the. Surgeon 
General's Consultant Group on Nursing that called for more concerted 
federal inyolveraent to prevent future nurse shortages, the act 
consolidated several existing programs and expanded the 
- authorizations. 50 Adding Title VIII to the Public Health Service 
Act, It authorized (1) grants to assist in the construction of 
teaching' facilities, (2) grants to defray the costs of special 
projects to strengthen nurse education programs, (3) formula payments- 
to schools of nursing, and (4) extension of professional nurse 
traineeships. Subsequent enactments in 1966 (P. L. 89-751), 1968 (P.L. 
90-^^90), 1971 (P.L. ' 92-158) 1975 (P.L. 94-63), and 1981 (P.L. 97-35) 
reauthorized and revised provisions of the nurse training program. 
The current authorization expires in 1984. 

These successive^ renewals of the Nurse Training Act reflected 
continuing congressional efforts to ensure an adequate and properly 
distributed supply of nursing personnel. In recent . years , they have 
been/ made in the face of moves by successive^ administrations of. both 
political parties to reduce or eliminate federal funding on the 
grounds that the projected supply would be' sufficient\in its* 
characteristics and distx-ibtution to meet the nation's needs. « 
Successive authorizations and shifts in appropriations have brought^ 
about changes in the kinds of programs that have been funded, in the 
types of students supported, ^ and in annual budgetary allocations. ' 
These are presented in Appendix 2 and discussed in other chapters of, 
the report. 

In summary, almost $1.6 billion has been appropriated under the 
Nurse Training Act between 19^5 and 1982. Of this sum, approximately 
55 percent went for various forms of support to ^institut ions and 43 
percent for various forms of support for students. During this Si^e 
period, under other authorities of I'the Public Health Services Act, 
about $72 million was appropriated for nursing research fellowships 
and grants. For 1982, appropriations under the Nurse Training Act and 
for nursing research programs were $50.7 million. 

The. National .Institutes of Health have also been a source of funds 
to support teaching costs and student stipends for nurses pursuing 
advanced degrees. From 1970 to 1981 inclusive about $105 million was 
awarded, largely to support master's degree 'programs and students 
through the National Institute of Mental Health. " 

Th& full extent to which nursing students have been^ relying on 
general federal* loans and other student aid programs is riot known, 
because federal and institutional records are not kept in ways that 
permit such analysis.. However, in 1981 about 'three out of five 
entering college freshmen who expected to enter nursing reported that 
they expected to receive some form of federal student aid. Finally, 
although most fomal nurse education is no longer located in 
hospitals, according ^tb an estimate by the Health Care Financing 
Administrations in 1979, hospitals were reimbursed approximately $350 
million for nursing education under the Medicare program. Private 
sources, including students and their'f amilies , and local government 
funds are other major sources of nurse education financing. 
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CHAPTER n 

Meeting Giirrent and 
Future Needs for Nurses 



The Congress asked the Institute of Medicine to consider the 
present and future need for nurses under existing arrangements for 
providing health care, and under specified modifications of health 
care organization and financing that may influence such needs in the 
future. The conunittee debated whether to interpret the charge 
Rfimarily in tieinns of the current and anticipated market demand for 
nursery or whether to base its recommend at ibns^pn professional 
perceptions of the supply of nurses needed to fully staff all health 
care settings at all times. This was not just an exercise in 
semantics around the word "need"; conclusions that could be reached by 
employing the'se different interpretations could be widely divergent. 
Because both concepts of need were thought to be important, the 
ccnimittee decided to work with both, and to distinguish clearly in 
each case, the concept from which estimates were derived.. 

The committee has answered the congressional questions in the 
context of effective economic demand — -i.e. , on the basis of observed 
utilization, reflec ting present and probable future willingness apd 
ability of hospitals and other health service providers to employ - ; 
nursing personnel o^f various types. It assumed that it would be 
wasteful to society^nd unfair to individuals to encourage the 
educational system to produce more graduates than historical evidence 
indicates would be likely to be employed. However, it is important 
that policymakers, s^e the potentiial magnitude and characteristics of 
the supply that would be required if one were, instead, to adopt 
professional criteria of nursing "need." This report, thus, also 
set- out est im^es that have been made and published on the basis of 
judgments by nurising leaders as to what the demand should be to meet 
staffing standards they believe to be either minimally necessary or 
^desirable to provide nursing-services to patients in different 
settings of care. 

In this framework, the chapter presents the committee's 
observations and conclusions as to the immediate and iongrterra 
prospects for a sufficient overall national supply of registered 
nurses (RNs) and licensed practical nurses (LPNs) to meet the nation's 



needs for their services. It also deals with planning for meeting 
nursing needs at the state and local level. 

< Current Supply and Demand , 

During the 1970s there were widespread reports of a shortage of 
RNs to staff the nation's hospitals and nursing homes. If one defines 
shortage as an unfavorable balance between supply and demand, the 
phenomenon was not new; it has been present almost continuously since 

World War II. ^ . . 

In the popular view, nurse shortages are extensive and stem trom 
low salaries and stressful working conditions that lead nurses to 
desert* nursing for more rewarding work and influence potential nursing 
students to choose other Careers. However, notwithstanding _ the acute 
nature of shortages in. many localities and studies and testimony to. 
the committee that many RNs are dissatisfied with their professional 
status -and working conditions, the recent shortages have not been 
caused by a failure of nurses to work -in their prof essiou. / On the 
contrary, the number of employed RNs more than doubled dur-ing the past 
two decades, rising from 550,000 in 1962 to an estimated/ 1,360,000 in 
1982. Expressedas a population ratio, the supply increased from zya 
per 100,000 population in 1962 to an estimated 572 per/ 100,000 in 
1982.1.2 .Moreover, except for one brief interval, graduations from 
RN education programs also rose steadily during the/l970s. The j 
dramatic increases, in supply were largely in response to labor market 
interactions, including improved compensation, ^moire flexible hours, 
and other incentives to nurse employment. . , , • cc 

Thus, nurse shortages did not develop from a drop or leveling ott 
of the supply, but rather from dramatic growth in the demand for 
nursing services in hospitals and nursing Hpjties during the decade of 
the 1970s— a growth -that, until the economic Recession in. 1982, 
consistently outstripped the marked growth/in supply. Therefore, to 
address the problem of present and potential future shortages, at both 
national and state levels, requires that as much attention be paid to 
the demand side of the equation as to the. supply. This, and the 
particularly local character of nursing shortages, have important 
implications for the support of nursing education. 

' The Supply of Nurses 

Registered Nurses Our study/estimates ...that at the. end of 1982 
there were some 1.36 million Rl^s in the nation's active nurse 
supply.'* The estimate ia based on the most recent national sample 

*The "supply" of RNs is used to mean those who are employed or in 
practice. The "population'' of RNs used includes all living graduates 
of'United States schools v*he;:her or not currently licensed, plus all 
foreign graduates who have been licensed in the United States. 
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survey that found a total of 1*27 million employed RNs in November 
1980.4 These nurses constituted 77 percent of the 1.66 million* RNs 
holding licensure as of the survey date. The study estimates that 
there were another 200,000 graduates who had not maintained their 
license;:* 3 i % total estimated population in 1980 of 1.86 million 
graduates jErpm programs preparing for KN l\:ensure is depicted in 
Figure 4 by age and by type of basic educational preparation. It 
points up the skewed age distribution of RNs, and the dramatic shift 
from diploma graduates at older ages to those with associate and 
baccalaureate degrees at the younger end of the age range. 




AGE IN 1980 ' A . 

?5.Qy^ 4^^^^^^ nurses graduated frbm\ basic programs 

preparing for registered nurse,^licensure, by age. \ 



Between 1970 and. the end of 1980 the number of employed RNs rose 
from 722,000 to 1,2:73,000.6 / Thiti represented an increase from 356 
RNs per 100,000 population in 19?0 to 558 at the end of i980. The 
increase was supplied both by increased labor force participation of 
RNs and by a sharp rise in thi@ number of graduateis of RN programs. 
The rate of labor, force parS:icipation of RNs has been increasing 
substantially over several decades. To the employer or potential 
employer -of RNs, labor force participation must be looked ^at in termis 
of the proportion of currently licensed RNs who are emplov^ l. In . 
1980, this prop,ortiori was 76 percent. This is the rate cited 
throughout this report, unless otherwise indicated. However in this 
section, for purposes of historical comparisons and for making supply 
projections, the base used is the ratio of employed RNs to the total 
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number of living graduates of RN programs.* On this base, the 
participation rate iri 1980 was 68 percent. In 1927, one-third of all 
graduates (whether or not registered) were employed in nursing. By 
1950 the proportion had risen to 40 percent, by 1970 to about 60 
percent, and by 1980 to 68 percent. Between 1950 and I960 the 
greatest increases were among older nurses; more recently, the 
greatest increases have been among KNs in the earlier childbearing 
years. 7 Figure 5 depicts the levels of labor force participation of . 
RNs at these intervals. 
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FIGURE 5 Registered nurse labor force participation, by age, 1949, 
196^, knd 1980; all graduates of programs preparing for registered 
licensure. 

==f^e==ahanfrin&^employment.=pattern.j)j^ ing 

working patterns of women generally. These patterns vary not only, 
over time, .but also at any one time by level of educational 
preparation. ./ Women having higher academic preparation participate in 
the labor force at a higher rate than do those with l^ss education. 
Today, the, labor forc/i participation of RNs ifs very much like that of 
all women with some college education.8 

New graduates £,rom the three types of basic programs preparing tor 
RN licensure— diploma, associate degree XAD), and baccalaureate—rose 
from 43,639 in 1970 to 76,415/ in 1980~an increase of 75 percent m 10 
years. The number of graduations dropped slightly in 1981, to ^ 
74,890i Figures on 1980-1981 admissions, on the other, hand; indicate 



*This method is discussed in more detail in West, M.D. The projected 

supply of 

Reference 2 for complt 



"Xlli.O iu»-wiiv^x. --- 

supply of registered nurses, 1990: 
Reference 2 for complete citation). 



Discussion and methodology (see 
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an expected further increase in the proportion of AD graduates as well 
as numerical increases over the previous year admissions for each of 
the three types of program* As noted in Chaper I, there was a 
dramatic shift during the past decade from diploma graduates, half of 
the total in -.1970, to AD graduates, who made up almost half of the 
1980 graduates (Table 6). The -proportion of baccalaureate graduates 
has grown steadily during this period, from one-fifth the annual total 
in 1970 to one-third in 1981 • Basic RN pro-ams are drawing from a 
widening age base (Table 7). This change has\helped to offset the 
decline in enrollment which was expected to fallow the current decline 
in the number of yoiing pjBople. 



TABLE 6 Graduations From Basic Registered Nurse Programs, 1970, 
1980, and 1981 \ 





1970 




1980 




\1981 




Program type 


Number 


Percent 


Number 


Percent 


.. Number 


Percent 


Diiploma 
Assoc iate 
Baccalaureate 


22,856. 
11,678 
9,105 


52.4 
26.7 
20.9 


14,495 
36 ,,509 
25,411 


19.0 
47.8 
.33.2 


12/903 
37,183 
" 24,80^ 


17.2 
49.7 
33.1 


TOTAL. 


43,639 


lod.o 


76,415 


lOO.b , 


74,890 


10^0 



\ 



NOTE: "Basic" programs include baccalaureate, AD, and diploma 
programs preparing students for initial RN licensure. Graduations do ^ 
not include those of RNs from post-RN programs which grant 
baccalaureate degrees, nor do they include those from master's and 
doctoral programs. 

SOURCE: NLN nursing. data book 1982 , Table 36, and earlier years (see 
Reference 32 for complete citation). % 



Licensed Practical Nurses The supply of LPNs also has grown 
substantially. . From 370, 000 'employed LPNs^in 1970 'the number ros*"e to ♦ 
an estimated 549,000 in 1980. This represents a growth in* the 'ratio • 
of LPNs to population from.183 per 100,000 population in 1970 tp'an 
estimated 248 per 100,00.0 in ,1980.9, 10 The most recent survey of , 
state boards of nurse licensure found that approximately 800, 000 
licenses were .he Id by LPNs in .1981-1^82. H Adjusted for; some 
duplication (persons licensed in more than one state) the tot ^1 
number probably is close to 700, 000. / 

The estimate of the ^980 active supply cited aboVe was made by tti^ 
DHHS on the basis of data contained in ^he 1974 Inventory of Licensed 
Practical Nurses, which showed 406,000 employed LPNs in 1974. The ^ 
DHHS estimates that the number df employed LPNs increased by 143,000 
between 1974 and 1,1980, or an average of 24, 000 per. year. 

The annual number of graduates of practical nurse (PN) programs 
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TABLE 7 Proportions of Graduations From Basic Registered 
Nurse Programs at Age 25 or Older, by Program Type, Selected 
Years 



Year of Graduation 



a k ' 
Program Type 1960-1974 1975 1979-1980 , 

Diploma 4.0 14.0 ' 25.7 

Associate 26.0 ., . 48.0 63.8 

Baccalaureate 7.0 W.O 27.0 

asOURCjE: Study group analysis of ANA, 1977 natio nal sample 
survey of registered nurses; A repor t on the nurse 
population and factors affecting their supply (see Reference 
47 for complete citation). 

b;souRCE: NLN nursing data book 1981 , Table 130, p. 132 
(see Reference 3 for complete citation). 

increased from 37,128 in 1970 to 48,081 in 1976. Since thexi it has 
declined to 41,868 in 1981. The proportion of PN graduates who were 

, prepared in junior or community colleges increased from about 21 
percent in 1970 to almost 30 percent in 1981, while PN graduates of 

/technical or vocational schools remained at about a constant level, 
and-those of hospital programs decreased. 12, 13 The pool of LPNs is 
one on which RN programs are drawing to offset the recent drop- in high 
school graduates. 



The Demand for Nurses . 

Reg istered Nurses The 197bs witnessed. fundamental changes in the 
way health care was provided to the United States population. Most 
impGrfcant=in=eteat*ng=inGEeased=demand for nursing ^services was the 



population's increasing access" to health care during that decade| mad« 
possible by liberalization of many aspects of healthy care^f inancing. 
Per capita, community hospital admissions rose by 10 percent 
(Table 8). There were other,, more specific, spurs to nurse demand. 
One example is the growth in the life-support monitoring systems^of^ 
hospital intensive care units (ICUs). In 1971, there were only 3,200 
beds in such units; by 1980, the number had increased twentyfold to 
more than 68,000.1^.15 The effect of this increase in ICU beds on 
demand for nurses is evidenced by the fact that the recommended ! ^ 
staffing of nurses over a 24-hour period in ICUs is one nurse for each 
patient (or three nurses per patient day, each for -an 8-hour shift; , 
compared with a recommended standard of one nurse to six -patieflts in 
conventional medical-surgical units. 16 , i 

The increasingly complex technology employed in hospitals^ also-can 
be illustrated by changes in the index of service intensitjr developed 
by the American Hospital Association (AHA), a measure that takes into 
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account quantities of 37 types of hospital^services per patient day, 
including laboratory tests, X-rays, prescriptions, visits to the 
operating room, and the like, weighted by base-year cost. This index 
rose by more than 55 percent between January 1970 andOctober 
1979.1^ Such increased intensity means more work for nurses, 
wliether in. direct care, coordinating services, recordkeeping, or 
activities such as. teaching and supi^rvising. Also during the 1970s, 
312,000 beds were closed in nonfederal psychiatric hospitalsj a 
situation placing on community hospitals an increased load of patients 
with conditions requiring intensive treatment for acute psychiatric 
illness, alcoholism, and drug abuse .iand posing a greater need for 
psychiatric nursing service. 18 

In addition to increased rates-^of admission to hospitals, shorter 
patient stays during the 1970s (Table 8) also increased the amount and 
intensity of work for nurses because the first days of stay necessitate 
the most nursing service. Further, there was a tremendous growth in^ 
ambulatory care provided in hospital outpatiisnt departments and 
emergency rooms." The number of hospital outpatient visits in short- 
term general and allied special hospitals increased from approximately 
134 million in 1970 to 207 million in 1980, the increase thus creating 
additional demands for nurses. 



TABLE 8 Beds, Inpatient Utilization, and Outpatient Visits in 
Nonfederal Short-Term General and Allied Special Hospitals , 1970 and 
1980 

Measure 1970 1980 Percent Change 

Beds (thousands) 848 992 +17.0 

Admissions (thousands) 29,252 36,198 +23.7 
Admissions per thousand 

population a , 145 160 +10.3 

Average- length of 3tay (days) 8.2 7.6 -7.3 

Outpatient visits (thousands) 133,345 206,752 +54.8 



SOURCE:. AHA. Hospital statistics ^ 1981, Table 1, p. 4 (see Reference 
15 for complete ci^f^'^bipn) . 

Implementation and rapid expansion of Medicaid in the 1960s 
resulted in an explosive growth of .nursing homes. Between 1973 and 
,1978, however, the number of nursing home beds in the United States 
stabilized while the number of patients continued to rise.. Although 
the apptoximately 1.3 million patients in nursing homes on any one day 
now outnumber patients in hospitals, and although most need active 
nursing care*, there, is at present a low effective demand for RNs in 
these settings. This can be attributed to a variety of causes,: 
including minimal private insurance and Medicare coverage, restrictive 
Medicaid payment systems, and shortages of state funds (Chapter VI). 
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By contrast, cost-based reimbursement to hospitals by Blue Cross, 
Medicare, and Medicaid and payment of charges by private insurance ^ 
allowed community hospitals to 'adopt more liberal staffing policies in 
response to th6 technological developments reviewed above. These 
hospitals employed almost 63 percent more full-time equivalent (FTE) 
RNs in 1980 than in 1970,19,20 

More federal funds for primary care nursing in coramunLty health 
centers, mental health centers, and" rural health clinics probably also 
contributed to increasing demand for RNs in such settings. Although^ 
recent figures are not available,^ the number of RNs employed in public 
health work and school-nursing in state and local agencies increased 
almost 40 percent between 1972 and 1979.21 The number of visiting 
nurses (treated as a subcategory of public health/community health . 
nurses) also increased during the period,22 In short, the 1970s 
were a time of tremendous increase in the effective demand for RNs, 
particularly in hospitals. . 

Becauseiifilmost identical national .surveys of RNs were conducted in 
1977 and in 1980, the extraordinary growth in numbers of employed 
nurses that occurred during even this short period of time has be^n 
charted. A comparison of these two sample surveys of RNs, both using 
the same- group of work settings, shows that the employment of RNs 
increased in all settings except private duty nursing (Table 9). 
Eighty percent of the total increase took place in hospitals, where 
about two-thirds of all RNs are employed today. As the table shows, 
hospitals employed almost 40 percent more RNs at the end of 1980 than 

\ 

\ 

T4BLE 9 Employed Registered Nurses, by Work Setting, 1977 and 1980 



Work Setting 



Hospital 
Nursing home 

-Public/ c ommunit^y-:=^health^-.-.:^ 
Physicians/ dentists office 
Student health service 
Nursing education 
Occupational health \ 
Private duty ^ 
Other and unknown 

TOTAL 



Number Employed 






a 


b 


1977-1980 Change 


1977 


1980 


Number 


Percent 


601,011 


835,647 


234,636 


39.0 


79,647 . 


101,209 


. 21,562 


27.1 


. 7.7.,.ia9 


-83,M0._. 


6,301 


8.2 


69,263 


- 7i,97^. 


2,711 


3.9 


41,365 


44,906 


3,541 


8.6 


37,826 


46,504 


8,678 


22.9 


24,317 


, 29,164 


4,847 


19.9 • 


28,563 


20,240 


-8,323 


-29 ;1 


19,102 


■ 39,768 


20,666 


108.2 


978,234 


1,272,851 


294,617 


30.1 



asoURCE: Roth, A., et al. 1977 national sample survey of registered 
nurses: A report on the nurse population and fact ors affecting their 
supply . Table ,51,, Ri^l^^^^ 47 for complete citation) . 

^SOURCE: DHHS, HRA, The registered nurae popula tion, an overview. 
From national sample survey of registered nurses, November, 1980, 
Table 5, p. 13 (see Reference 4 for complete citation). 
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TABLE 10 Registered Nurses and Licensed Practical Nursof* (FTE) in 
Hospitals, 1972 and 1980 ^ 



a 



Year Percent 



425,700 


693,400 


+62.9 


369,700 


623,100 


+68.5 


21,100 
34,90b 


•' 25 , 400 


4-20.4 


44,900 


+28,7 


215,700 


258,400 


+19.13 


184,300 


228,500 


+24.0 


17,000 


14,200 


-16.5 


14,400 


15,700 


+ 9.0 



Nurses (FTE) Type of Hospital 1972 li80 Change^ 

Registered nurse All hospitals 641,400 951,800 48v4 

and licensed 
practical nurse 
Registered nurse All hospitals 

^Coraraunity— 
''Psychiatric 
Other 

Licensed All hospitals 

practical nurse Community £ 

Psychiatric 
Other 



5The number of full-time equivalent nurses (FTE) is calculated by 
adding half of the number of nurses employed part time to the number 
of those employed full time. ^ 
Confederal short-term general and allied special hospitals. 

SOURCES: AHA. Hospital statistics , 1972, Table 3, p. 27 (see 
Reference 1^4 for complete citation); Hospital statistics , 1981, Table 
3, p. 13 (see Reference 15 for complete citation). 

they had 3 years previously, and, the numbers in nursing homes, nursing 
education, and occupational health also rose substantially.* 

This growt^i rate in demand appears to have slackened somewhat by 
1982. Although no^ national data are yet. available, the committee has 
received reports from many states that indicate lessened desire and 
ability^'of hospitals to add to their' overall n ursin g staff positions. 
"SlL¥te8~fi"Lr"iraFd¥^^^ 



most reduction' in demand for'nurses, partly because of a dro'p in 
hospital utilization as'health insurance benefits ran out for the 

unemployed. ' ^ 

. ^ » . . . 

Licensed Practical Nurses The great majority of practicing LPNs 
also work in hospitals. There was a slow but steady rise in' the 
demand for LPNs on hospital staffs between 1972 and 1980,;:with the 
number in all hospitals increasing by 20 percent, and in community • 
l&spitals by 24 percent. The number of LPNs .in psychiatric hospitals 
dropped by 17 percent, but the number of RNs increased by 20 percent, 
as is shown in Table 10. T]ie increase iii LPN staff ing, however, has 
been proportionately less than the increase in RN staffing, so that 



*For further detail, see background paper, Levine, E. . The registered 
nurse supply and nurse shortage (see Reference 48 for complete 
citation) . 
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LPNs made up 33.6 p^rc«nt of Che nurse staffing in hospitals in 1972, 
but the proportion rbropped to 27.1 percent in 1980. 

Extent and Nature of Supply-Demand Imbalances 

The dimensions of the, nursing shortage during the 1970s have been 
only'partially defined and documented. Available measures include the 
extent of RN and LPN unemployment and vacancy rates. 

The Bureau of Labor iStatistics reports a consistently low rate of 
unemployment for nurses. During the period 1971-1981, the median 
annual rate for KNs'^as 1.9 percent and for LPNs 3.5 percent. Both 
were well below the 6 percent median rate for all United States 
civilian workers during that period. But the median unemployment rate 
foV ancillary nur£iing personnel- -aides and orderlies — was 7.5 
percent. 23 

rhe AKA's 1980 annual survey 'reported approximately 62,000 
unfilled positions fx>r RNs and approximately 18,000 for LPNs.*, This 
translated to vacancy rates of 10 percent of all budgeted positions 
for staff RNs and 7 percent- for LPNs. 24 At the , same t-irae, 28 • . 
percent of, hospitals i^ad no staff RN vacancies, and 53 percent had no 
LPN vacancies'.25 The^ AiiA survey showed considerable variation in 
vacancy Yates ^^.nong the states. Vacancies for RN staff nurses ranged 
from a high of 15 percent in Louisiana to a low of 5 percent in / 
Vermont. The corresponding- range for LPNs was from 11 percent in 
.Delaware to a .low of 2 percent in Idaho. 26 Vacancy rates also 
varied greatly according to hospital type. General hospitals reported 
average vacancy rate? of 9 percent for RN staff nurse§ and 6 percent 
for tPNs, but the corresponding rafies ^in chronic disease hospitals 

* were 30 and 26' percent, respecjtiveiy .27 

There is no comparable survey to provide current vacancy rates for 
nursing Wea.' However, in testimony before the Select Commit tee on 
Aging of the House of Representatives in 1980, the executive vice 
president of .the T^ational Council of Health Centers cited a recent 
national 8ur\^ey ^hat reports a- national shortage of 53 percent.28 

' In 1981, the AHA conducte'd a nursing personnel survey of a 
20-percent sample ^of United States hospitals. It found that' vacancies 
occurred very unevenly within the same institution, according 'to type 
of nursing unit and work shifts. For example, intensive care units 
experienced high vacancy rates. 29 Several stafe studies of nursing 
report that a large proportion of all vacancies occurred on night and 
evening shifts;^ For example, among h'aspitals in New Jersey, /more than 
5'0 percent of the vacancies occurreH on the night and evening shifts • 

^Numbers of vacant budgeted positions do/ not necessarily give a true 
picture of actual staffing deficiencies. Vacancies can occur because 
of job turnover, which, although a problem in itself (Chapter VII), 

* does, not necessarily indicate an insufficient supply. Also, the 
number of positions bu4geted may or may not reflect employers' actual 
willingness to hire. 
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Studies in Rhode Island showed that 80 percent of hospital vacancies 
occurred on these shifts and also found that patterns of " vacancies^ in 
nursing homes were similar* 

In summary, for purposes of planning specific actions to redress 
imbalances between the supply of nurses available and the demands of . 
the population for' direct nursing care, indicators of national 
shortages have only limited usefulness. Nursing shortages appear to 
be phenomena of local markets, within which there is great variability 
both among institutions and within such institutions. Thus, as will 
be discussed in Chapter VII, decisions that influence the 
attractiveness of nursing employment, as well as the more efficient 
use of nurses already employed, are ones that need to be raade locally 
by individual institutions that employ nurses. 



The Distribution of Nurses' 

\ ■ ' ' 

The ratio of RNs to population is rising in all parts of the 

country (Figure 6), but wide differences among the regions and states 

s>till exist. Op a regional basis, the r£.cio of RNs to population is 

highest in New England and lowest in the south central states. In 

contrast, the ratio of LPNs to population is highest in the south, 

particularly in the west south central states, and lowest in the west. 

Amoiig individual states the^ranges are very wide (Figure 7) . In 

*1977 there were six states and the District of Columbia in V7hich the 

supply of RNs and LPNs, taken together, provided more than 700 FTE 



\ 




1980 



YEAR 



FIGURE 6 Employed regis'tered nurses per 100,000 population by regions 
of t:he United States, 1962, 1972, 1977, and estimated 1980. 
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FIGyRB 7 Employed registered nurses and licensed practical nurses 
(FTE) per 100,000 population, by state, .1977. 
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nurses per 100,000. population. At the other extreme, there were four 
states in which the ratio was less than 500 per 100,000/ If 
distribution wi'thin individual states is taken into account, the 
ranges are even wider. 



Future Supply and Demand 

There is a considerable history of successive undertakings 
sponsored by the DHKFy to estimate future supply and future needs fbr 
nurses with projection nodels that use baseline data available from 
periodic: ssnaple survey is and inventories of educational and employment 
settings > )^;ogether with trend data on employment in hospitals, nursing 
homes, and other settings. Any such projections can, at best, be 
considered not a« firm forecasts but as tools with which to examine 
the possible effects of alternative assumptions about policies and 
practices. These forecasts are updated periodically as newer baseline 
data become available. The Third Report to Congress submitted by the 
Secretary ov. Health and Human Services on February 17, 1982, presented 
the latest departmental nunply and demand pro jections .31 They were 
made to the yR^r 2000, based principally o,n data, from the 1977 
National Siirj le Survey of Registered Nurses. 

' CoiM-iress; ivsked the Institute of Medicine to consider the future 
supply of nurses and the future "need for nurses under the present 
health care delivery system, as well as under some alternative 
possibilities. These include increased use of ambulatory care 
faciU/tiies and the/ enactment of legislation for nfitional health 
inftaxance. because market dc*mand and perceptions of need for RNs and 
LWa alike axe highly l-ocalized and X end to become lost or homogenized 
7;n nationf^i level, pro jections > ttsCjdeling at the national level can. 
provide Oi.ly very general guidant^ for basic nurse manpower planning. 
We pre.sent oar estimat^b' with considerable caution and offer them as 
ill-ustratiohd of likely ttLitur^ trenas under certain stated 
assumptions. These r.etimates depict only the mathematical results 
derived after making adjustments iiii certaia observed trf .is, on the 
basic o assumptions ^bcut changes m factpri^ relevant to nursing. 
The est^'p.ates are for the year 1990; the comrailciic toQk the position 
that the many uncertainties in the shape of the future health care 
syaceras would invalidate projections for a longer term. 

In formulating its estimates of future demand and supply, the 
cormictee has drawn on the valuable wo^k done by IJHHS in developing 
nuvrse .manpower projection methodologies. It has also been able to 
make use>^f data> from the National Sample Survey of Registered Nurses, 
tiavembe/ 1980, which became available in July 1982, and various other 
materia::! s that were not available to the DHHS analysts who prepared 
the department's Third Report to Congress. This has made it possible 
for purpose of this/ study to develop updated national estimates of 
bbth the future supply and the demand for RNs. l^or LPNs, however, no 
significant new dataware available; the study simply presents the 
estimates of LPN si.pply e -ntained in the Third Report to Congress, 
which were based on 1974 survey material. 
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The Future Supply of Nurses 

DHHS Projections for KNs , The recent DHHS projections of nurse 
supply, because they reflected e?cpected net increase in supply from 
1977 in what subsequently proved to be an especially- dynamic growth 
period, underestimated theractual 1980 supply, particularly as to f 
extent to which nurses increase, their labor force participation. 
Nonetheless, for the most part, ^over time the DHHS supply projections 
have earned a deserved reputation for utility. Appendix 5 compares 
the DHHS Third Report projections for 1990 with those contained in 
. this paper. 

Study Projections for RNs The supply of active* KNs at the end of 
1990 will be determined by the number in the. profession, the number of 
new entrants into the profession (including foreign graduates, a 
significant element in a few, states) , and labor force participation 
rates. Decrements from deaths are taken into account. The number of 
new entrants will be affected by the availability of educational 
oppor^ inity (both as to Ir ation, capacity, and enrollment policy of 
schools), the costs of e^' ication, the. 'level of public and private 
support given to the f i* ancing of nursing education, the relative 
attractiveness of nursing atf a career in terms of job satisfaction and 
ecoijomic incentives, and immigration laws and regulations that 
influence inflows of fpreign graduates. Labor force participation ^s 
influenced by general conditions in the nation's economy, compensation 
rates, and a hast of other factors (Chapter .VII) . ^ 

Th<? study developed three alternative projections of this 
flupply--low, intermediate, and high— using the 1980 data that reveal 
the ^harp increase in labor force part ic ipat ic|n . that took place 
between 1977 and 1980:+ 1 

• The int e rmediate projection (normative) \ assumes that the labor 
force participation of RNs will continue the rise of recent ^years, 
although at a somewhat slower rate. It a3Mumes alho that fin^'^acial 
resources for nursing education will not diminish appreciably and that 
new entrants to nursing schools will continue to come from wide age 
distribution.. In view of the declining numbers of young people, , 
however, which reflect the low birth rates of the early 1960s, it is 
assumed that the total number of graduates from the basic programs 



*Active is defined here as the number who would be employed if 'X is 
assumed that conditions of opportunity, work, financing, etc. are 
comparable to those in 1980. 

+Methodology for the study's supply projections is described in deta 
in West,"M* D., Projected supply of registered nurses, 1990: 
Discussion and methodology (see Reference 2 for complete citation) . 
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preparing for KN I'lcensure will drop from 74,900 in 1981 to 70,000 in 
1990.* Under the assumptions of this projection, the number, of active 
RNs would rise f-ora some l,273,000fat the end of 1980 to 1,710,000 by 
the end of 199Q. 

« The low projection assumes that the rate of Idbor force 
participation will not rise above the 1980 level and 'that the number 
of graduates will drop to 10 percent below that of the intermediate 
level, so* that the number of graduates will slide to! 63,000 in 1990. 
Such effects might result from continued economic recession reflected 
in reduceji ability to pay'* for nurse education. Under this projection, 
there j«;75uld be 1,643,000 active RNs by the end of 1990. 

#/ The high projection assumes that the increasing number of older 
women^ entering basic RN programs will push the number graduating to 
Tob_ in 1990, and labor force participation will rise at the same 
rate as in the' intermediate projection. Under the high projection 
there would be 1,728,000 active RNs at the end of 1990. 

For the purposes of crjraparing alternative projections of supply, 
these three projections are 'shewn in FTfa;ure 8 as trend lines for FTE 
and in Table 11, both as totals au4 .aa ; TE RNs . As can be seen, the 

TABLE 11 Supply of Acciva Ise^ii «tered Nurses, Total and FTE, 
1980, and Study Pro : sr:r iurs fc^t 1982 and 1990 



Registered Nurses 



; . Employed l^'TEs 

•Nov^pV'.v I98r 1,272,900 1,057-300 

Si, 1X6?. 1,360,000 l,i:,v3,000 
VVt ■f.bt-; 31, 1990 

,i.*(5h 1,728,000 1,451,000 

^ncertnedUte 1,710,0.00 1,436,000 

Low 1,643,000 1,379,000 

SOURCE: See Appendix 5. \ 



*The intermediate projection assumes that annual graduates of 
baccalaureate and K^sociate degree programs will hold at close to 
their present levels, with a continuation of the long-term downward 
t^nd in hospital diploma graduates as those programs move to join 
with educational institutions for the joint use of educational and 
clinical facilities, and to r^ake transitions to deigree-granting 
programs, in 1990, under these assumptions, graduates of. basic 
programs would total 70,000, including 37,600 with associate degrees, 
8,500 with diplomas, and 23,900 with baccalaureate degrees. Reports 
on the number of fall 1981 admissions to these -programs indicate that 
diploma and bacclaureate admissions are holding close to the average 
of the yeax*8 1978-1980, while admissions to associate degree programs 
are up by 5 percent above that average. 32 
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FIGURE 8 Supply of active 
registered nurses iFlYJ), 
3,970rl^80, with st ::iy 
projections to 1990. 
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stiidy projects a continued steep rise in the nation s RN supply to 
1990, even under its most conservative projection. The prospect is 
that all parts of the nation will share in the increase in nurse 
supply but that marked state and rspional differences will persist. 

The validity of these projections will depend primarily on the - 
accuracy of the assumptions as tt- future graduation levels of the 
educational programs, that prepare RNs. The study projections are made 
at a time of economic recession, and at a time m which both the 
government and the private sector are increasingly concerned with 
overall costs and methods of payment for health services as well as 
with the rising costs of education. The effects of future changes m 
demand, expressed in willingness to employ nurses and adjustments in 
their salary levels, might well be translated into unforeseen changes 
in output. A recent DHHS report on the .phenomenon of recurrent 
shortages of RNs describes the lag between changes in compensation 
rates and the rates of entrants to nursing and postulates that changes 
in nurse graduations cfause cycles of boom and bust.^J The 
relatively short length of nurse education programs, however, allows a 
more rapid response to increased or. decreased demands in local labor 
markets than is possible in most of the other health professions. 
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Licensed Practical Nurses In view of the paucity of current, data, 
it is hazardous to make new projections of the' future supply of LPNs, 
DUllS has^ projected that the rate of graduation of LPNs will continue 
to decline, reaching a level of 30,000 to 35,000 by 1990.34 This ^ 
output, however, will still more than offset expected losses by 
retireraiinr and death, oo that the 1990 supply of active LPNs is 
projected by OHHS to be between 661,000 and 667,000, or some 100,000 
larger than its estimates of the 1980 supply.. ^5 relation to 
population, the change woul d be from an estimate d 249 P_er 100,000. in 
1980 to 274 LPNs per 100,000 in 1990, representing an LncreSae of 10 
percent on a per capita basis. - ' ' \ 



The Future Dernands for Nurses 

DHHS li'roject ions for RNs A variety of approaches have been 
developed to estimate the overall future demand or need, for RNs. An 
extensive review of these was presented in the 1977 Second Report to 
CongriBss from DHHS .36. Some 'of these approaches are discussed in 
Appendix 5, and further detail is given in a background paper of this 
report.* * DHHS has also published several analyses of results and 
methodologies of its various projections .37,38,39 

In the 1982 Third Report to Congress, DHHS focused on two 
refinements of earlier approaches—a projection model based on 
historical trends in effective demand for RNs, and a model based on 
criteria that represented professional judgments of staffing needs. 
Because the former was or iginally developed , by Vector Res^ "h. Inc., 
it is s'braetimes referred to as the "Vector model," but hci-ciaafter we 
shall refer to it as "the historical trend-based demand model." The 
second model, based on criteria established by the Western Interstate 
Commission on Higher Education, is generally called the "WICHE 
model." We shall refer to it as the "judgmenl:-of-need model." 

The historical trend-based demand model assumes that future 
demands for services rxest on the base of actual experience and, thus, 
will strongly reflect past patterns of . utilization and past trends in 
the delivery of health care. Some of the projection components of 
this model are based on trends in the provision of services and the 
utilization of RNs per unit of service in specific kinds of work 
settings—hospitals, nursing homes", etc. Others are based 'on trends 
of employed nurses per unit of population. No distinction is made in 
this model as to the type of RN educational preparation. Its 
projections extend to the year 2000. 



*For detail, see Bauder, J. Methodologies for projectinjg thp nation'^ 
future nurse requirements (see Reference 49 for complete cit/at^on). 
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The judgment-of-need model is based on assumptions made by panels 
of llNs and others concerned with the numbers and kinds of nursing ' 
service personnel needed to. 'achieve desired health care goals. It 
incorporates professional judgments regarding desirable changes in the 
future delivery of health care services as well ^as in numbers and 
educational preparation of the nurses (both KN and LPN) required to 
provide such services. This method—developed for state and national ^ 
estimating purposes— calls for panels of experts to use judgment to 
develop criteria for staffing ratios by educational level and in a 
wider variety of specific work settings than does the historical^^ 
trend-based model. Two sets of criteria are used: "lower bound 
criteria to be met by the target year of the state planning effort., 
and "upper bound" criteria to be met progressively. The national 
WICHE projections go to 1990. 

The 1982 Third Report to Congress presents the latest DHHS 
projections of nursing requirements under both .approaches . The 
historical trend-based demand model used the 1977 sample survey of RNs 
as a base and projected increases in utilization of nurses based on 
observed trends between 1972 and 1977, with some adjustments based on 
analytical considerations. The judgment-of-need model reflected,- 
modified WIGHE assumptions and criteria, updated in November 1980. 
The UHHS historical trend-based demand model projected a need for 
1.245.400 FTE RNs in 1990. In contrast, the judgment-of-need model 
projected a lower bound need of 1.784.000 FTE RNs in 1990~43 percent 
more than the historical trend-based demand approach. The comparison 
in Table 12 shows the magnitude and the difference in estimates 
obtained from the two approaches according to work setting.* The 
large differences between the two projections arise from the WICHt. 
panel's judgments as to the need for a far greater number of RNs in 
nursing homes and in community health, services. The former setting 
accounts for about 377,000 and the latter for about 139,000 of the 
differences. The judgment-of-need level of staffing in these two 
settings could be met only through dramatic increases in the supply ot 
RNs. with a major transfer of functions frotn.LPNs to RNs. For all 
settings combined, the estimated 1990 need for LPNs is 331,000--a 
level markedly below both the present and projected supply estimates. 
The projections of the two models for numbers of nurses employed in 
hospicals are comparatively close, as are those for physicians 
offices; the' judgment-of-need reduced projections for nursing 
education appear primarily to be caused by, technical peculiarities ot 
the two projection processes. _ . j 

'The judgment -of meed model, unlike the historical trend-based 
demand model, also projected the nuniber of RNs -needed according to 
levels of educational preparation. Those results are summarized and 
their implications discussed later ir this chapter. 



*The upper bound criteria produced a requirement of 
for 1990. but this extreme estimate is not considei a.: 
report or in- the supporting background papers. 
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TABLE 12 Department of Health and Human Services Projections, of 
Requirements for Registered Nurses (FTIi:), Two Models, January 1990 



Historical Trend- Judlp;ment-of-Need 
Based Demand Model Model (WICHE) , 
Work Settin g (Vector) Lower Bound Difference 



TOTAL— RN 


9 

1,245,400 


1, 784 i 400 


539,000 


Hospital 
Nursing ^ome 
Community health 
Physicians * office 
Nursing education 
Other 


899,920 
93,330 

101,100 
71,890 
47,100 
32,020 


935,700 
469,900 
240,500 
66,7'00 
37,000 
33,700 


35,780 
376,570 
139,400 
^ -5,190 
-10,100 
1,680 


TOTAL~LPN 


Not projected 


331,000 




Hospital 
Nursing^ home 
Community health 
Physicians * office 




100,800 
208,000 
2,000 
20,000 





SOURCE: Secretary, DHHS . Third report to the Congress, February 17, 
1982; Nurse Training Act of 1975 , 1982, pp. 174 and 176 (see 
Reference 10 for complete citation). 



Study Projections for RNs The committee reviewed the approaches, 
assumptions, and problems involved in using the. historical trend-based 
demand model compared with thef judgment-of-need model. We recognized 
the value of both approaches. However, we found the historical 
trend-based demand approach more consistent with our view that future 
economic demands for nurses are. strongly indicated by experienced 
trends in actual utilization. Also, this model enabled the committee 
to make estimates of national demand under alternative assumptions as 
to future patterns of health service financing and delivery. 
Accordingly, the committee. requested the DHHS to produce certain 
projections, using this model.* 

The availability in raid-1982"of data from the November 1980 
National Sample Survey of Registered Nurses made it possible for the 
committee to update certain base information in the DHHS historical 

*The coromittee is grateful for the assistance of DHHS staff in 
determining the feasibility of making several adjustments in the model 
and for producing new calculations for the three alternative estimates 
discussed below. In providing these services, however, the DHHS staff 
assumed ho responsibility for the assumptions and specifications that 
the stu^ committee developed. 



trend-based demand model so as to reflect recent changes In m ; 
staffing. However, we still faced limitations of existing data, 
including the lack of new 1980 U.S. Census population projections. 
Other limitations were encountered in timinf?, resources, and mqdel 
design. More important, changes in the nation's economic situation 
during the 1980s, whatever they may turn out to be, may further 
influence in unanticipated ways both the supply of and the demand for 
nurses. The estimates presented below, therefore, do not i 
prognosticate; they serve only to illustrate by general orders of 
magnitude changes t^iat might occur in the use of nurse manpower during 

this decade. • -i *: 

Responding- to the specific provisions of the congressional pharge 
for this study, the coinraittee considered the potential effects ^ the 
enactment of ' a national health insurance program (Illustration ^ and 
of increased use of ambulatory care facilities (lllu|^ration ,3J . in 
addition, We felt it would be useful to test the poKntial impact on 
RN demand of a hypothesis that present patterns of service will 
continue, but under assumptions of stringent cost containment _ 
(Illustration 2). In our illustrations, however, the conmittee did 
not venture assumptions as to the effects of possible restructuring of 
RN roles in the health services delivery system. We assume that 
restructuring of many types of positions in a variety of settings will 
occur, but we believe that in view of the evolutionary nature of this 
process and the lack of national consensus on staffing mix (by 
educational preparation), the potential restructuring phenomenon does 
not lend ^.tsclf to national projection at this time. 

The assumptions used in the study's illustrative estimates are 
outlined below, and the operation of the model is discussed in 
Appendix 5 in some detail. ^ 

i 

Illustrati^dn 1 : Estimated Dt. i ' ' ^ 1990 Under National 
Health Insura^nce 

The congressional charge asked that need for nUrSes l?e considered 
under the health care delivery system "as it may be changed by the ^ 
enactment of legislation for national health insurance, j The study s 
considerations included the facts that (1) there is no c;onsensus as to 
a version of national health insurance iegislation'that might be 
enacted, (2) current public considerat^fn of Medicaid issues does not 
permit solid assumptions as to ultimate coverage and setvic^fe under 
Medicaid, or as to its absorption into a national health insurance 
program, and (3) the level of resources and breadth of ^coverage for 
newly covered (now unijisured) populations in a national pUn, cannot be 
predicted. Nor<iis it clear what changes might occur in th6 details of 
the Medicare program. Moreover, assumptions would have to have been 
made as to date of enactment, phasing, and the question of whether a 
general overlay of catastrophio fhaurance for the entire population 
would be included. o . • , j j 

Faced with these many uncerCaiuties, the committee simply adopted 
a set of high health service utUization req-orements to illustrate 
the demand that might be experieiicad r. c'v^ .ni.:i.il years of national 
health ins^urance. This estimate fiiso ^an t -rve to illustrate vhat 
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demand might be durinji the balance of this decade in the absence of 
national health inaurancei if one were to assume that cost containment 
programs will not be very effective in reducing hospitalization and 
resulting manpower requirements before the end of the decad>. 
Essentially- this estimate assumes a continuation o^ the demand trends 
of the past dacade; however, a higher base for coirmmnity hoalth nurse 
projections was employed. Under these assumptions the denhmtl for FTE 
RNs would r^.se to 1,47 million by the end of 1990, 

Illustration 2; Estimated Demand" for RNs in 1990 ^Under Cost 
Containment Measures 

An intermediate or normative estimate (not specifically called for 
by the cdngressional charge but offered by the committee to illustrate 
a likely set of assumptions) depicts the possible effect on demand for 
RNs if stringent cost containment policies at federal and state levels 
were to become progressively effective over the balance of the 
decade* The assumptions are that governmental budget imbalances and 
continuing increases in hospital costsi as well as the continuation of 
an appreciable rate of inflation in overall health care costs, will 
cause Medicare and Medicaid (federal and state) to exert increasing 
pressures on inpatient utilization by means of the capping of 
appropriated funds. Further limitations on payment are envisioned, 
such as movement toward prospective rate setting and per capita 
payment arrangements for groups of sponsored "public patients." Some 
extension of these trends is also assumed for the private sector. 
Under these assumptions the demand for FTE RNs would rise to 1*33 
million by the end of 1990. 

Illustration 3 ; Estimated Demand for RNs in 1990 Under Increased Use 
of Ambulatory Care Facilities 

The other major alternative the committee was asked to consider 
was a health system modified by increased use of ambulatory care 
facilities. For purposes of this estimate, we assumed a substantial, 
e^tpansion of health aintenance organizations (HMOs) by the end of the 
1980s, accompanied by an increasingly competitive climate among groups 
i of physicians and providers. We' also assumed a cost containment 
climate in which public and private payors increasingly will question 
the inappropriate use of intensive Cf^^re units and of inpatient 
services when outpatient surgery or ambulatory care could be 
appropriate. 

For the technicalities of modeling, a surrogate assumption was | 
made that, by the end of 1990, 30 percent of the United States 
population will rece've services from HMOs or from some other pattern 
of service provision that similarly promotes ambulatory care. For 
tlTis population, the model assumed sharp reductions in the volume of 
inpatient hospital services characteristic of membership in 
traditional HMOs (prepaid group practice plans) • In addition to an 
adjustment in the model to reflect a higher base for community health 
nurse employment projections, the independent assumption was made that 
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.BLE 13 Study's llluBtratlonfl of Projected Domana for Registered 
Nurses, Total and FTE, 1990, Under Throe Sots of Assumptions 

~ ' Repistered Nurses 

Date and Proiections ^ , ^ 



Total 



FTE 



November 1980. (actual supply of employed RNs) 

December 1990 (projected demand) 

Illustration 1— -National health insurance 
Illustration 2— "Hospital cost containment 
Illustration 3-*-Increased ambulatory care 



1,272,900 1,057,300 

1,773,000 1,472,000 

1,623,0'>0 1,348,000 

1,563. on.* 1,298,000 



SOURCE: Appendix 5, Table 18, 

^ ' ^^}' . 

there would be a doubling in the per capita rate for home care visits 
for the entire population. Under these assumpbions, th^t demand for 
FTE RNs would rise to 1.3 million by the end of 1990. 

When these three sets of assumptions were aprViec'^ to the November 
1980 estimate of employed RNs — which represented vihe effective demand 
at that time—a demand was projected at the end of 1990 that ranges 
between 1.30 million and 1.47 million full-time equivalent RNs 
(Table 13). The slope of the resulting trend lines is portrayed in 
Figure 9. It is assumed that in 1990, as in 1980, nurses working part 



FIGURE 9 Demand for registered nurses 
(FTE) 1970-1980 (actual) with three 
illustrative, study projections to 1990. 
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time will make up alfoat a third of tho UN labor force. If thia 
proved to bo tho casO) tho demand oxptassed aa numbora, of individual 
active HNs would range between 1.56 million and 1.77 "million. 

* There are no linear relationehipa in thoao estimatea between 
changefl in patient utilization of different services and nurse 
employment, because different service settings have varying rates of 
RN utilization per service and because of other reasons Inherent in 
the model's eonstruecioti* Tho Rtu|ly'fi 'projections of FTE RN demand 
are shown by selected vork settlnga in Table 14. Almost all the 



TABLK 14 Study's Illustrations of Projected Demand for Registered 
Nurses (FTE) in Selected Practice Settings, December ,1990, Unde;- Three 
Sets of Assumptions 



Practice Settings 



Illustration Illustration Illustration 

I II III 



Hospital (total) 
Short-term hospital inpatient 
ICU 

Non-ICU inpatient 
Nursing administration 

Outpatient 

Other hospital 

Nursing home 
Community health 
Home care 

Phy 8 Lc ians ' o f f ic e 
HMD-type organizations 
Nursing education 
Private duty and other 



TOTAL 



1,024,000 
799,700 
(212,700) 
(569,800) 
(17,200) 
111,400 
113,000 


906,000 
688,100 
(169,500) 
(501,300) 
(17,200) 
104,400 
113,000 


844,000 

653,000 
(169,500) 
(466,600) 

(17,200) 
77,900 

113,000 . 


100,009 
123,00'0 
30,000 
64,000 
10,000 
57,000 
63,00Cf- 


100,000 
123,000 
30,000 
64,000 
10,000 
52,000 
63,000 


100,000 
123,000 
62,000 
22, OOOa 
32,000 
50,000 
63 , 000 


174"72t00P 


1,348,000 


1,298,000 



NOTE: Detail may not add to totals because of rounding, 

£The sharp drop in nurse requirements in physicians' offices under 
Illustration III, can be discounted; it appears to be only partially 
attributable to a shift in patient utilization due to increased- HMO 
services. It may also be due, in part, to the fact that the existing 
model was not designied to- accommodate such large iucr' ises in assumed 
HMO enrollments which cause correspondingly large decr»^.ase8 in non-HMO 
physicians' offices. The resulting nurse requirements for tly.s 
practice site may reflect the manner in which model component's 
interact. * 



SOURCE: Appendix 5, Table 18. 
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di^fferences among the three illustrations, are accounted for by their 
varying assuraptibtrS as to future trends.dn hospital ICU. and non-ICU 
inpat^ient service^ and by the added assumed impact on both hospital 
inpatient and outpatient demand of high HMO enrollihent irf Illustration 

III.. \^ ■ ; 

Licen8fe4 Practical Nurses There is little current information on 
which to'bas^projections of the future supply of and demand for 
LPNs. The 199(^s^upply of employed LPllfe was projected by DHHS at 
662,000 to 667,odo.*0 The study's illustrations of RN demand 
presented above generally make no assumptions as to futu.-e-demand for 
LPNs but also carry no implications as to diminishing need. 

£ 

Comparison of the Study's Projections for 
Supply of and Demand for Registered Nurses 

In the future the demand for RNs can be expected to continue to 
increase with technological advances in health care delivery, 
population growth, and aging at rates that will depend somewhat on the 
organization and financing of health care delivery. At the same time, 
the supply also can be expected to increase, assuming continued 
financial support for nurse education to assure the reasonably steady 
rates of graduation described earlier and depending on a continuing 
high rate of labor force participation. 

The three supply projections for RNs made by the committee for Mie 
end of 1990 all fall within the wider range of estimates for 1990 
demand (Table 15 and Figure 10). This suggests, as fap as C4>n be 
estimated today, that in terms of -national RN supply and demand, a 
reasonable degree of equilibrium will continue. However, because the 
assumptions for high supply and high demand estimates on the one hand 
and for low supply and low demand oti the other operate on totally 
different sets of variables,. no conclusion should be drawn that a 
probable concurrence of all low or all high factors in both supply and 
demand can be assured. The juxtaposition of the t\70 low trend lines, 
thus, --4^ not^o suggest a probable oversupply of nurses; it simply 
shows ofd&r*=^-Tnagnitude relationships. 



TABLE 15 Summary of the Study's Alternative Projections of 
the Si/pply of and Demand for Registered Nurses (FTE), 
December 1990 . / . 



Projection 


Demand 


Supply 


High 

Middle : 
Low 


1,451,000 
1,436,000 
— 1,379,000 


1,472,000 
1,348,000 
1,298,000, 



SOURCE: Summary of Tables 11 and 13.. v 
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FIGURE 10 Comparison of the* projected supply of 
and demand for registered nurses (FTfi), 1980-1990, 
under alternative study assumptions. 



The Need for Continued Monitoring 

.* ■ 

The committee recognizes that however reasonable the foregoing 
estimates may be in the light of 1982 conditions, new circumstances 
could render them inappropriate to both national and state needs iir 
1990 or; even earlier* Unforeseeable* changes certainly will occur in 
the responsibilities and activities of nurses, in the economy, in. the 
spending priorities that legislators, educators, and individuals 
establish, in alternative career opportunities available for women, 
and in the ability of the. health care system to prevent, to arre«8„t, or 
to cure disease and disability. Some of the forces that could operate 
to influence the extent, nature, and distribution of the future RN and 
LPN supply, either positively or negatively , are discusiBed in detail 
in succeeding chapters of this report. 

Given the likelihood of cliange, nurse education planning, like any 
other^ educajrion planning, should rely on a continuing monitoring of\ 
the needs of the population as well as conditions in the profession \ 
and in health services so as to guide appropriate allocation of nurse 
education resources. Much of thi*s monitoring ahould be conducted at 
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the state level. It should encompass the predicted market demand for 
nurses in various settings of care by geographic regions and ' 
subregions, the predicted numbers and distribution of educational 
output as well as of total future supply, and consideration of unmet 
needs of special populations. 

Conclusion 

As' this report is being written, in the midst of a prolonged 
economic recession, the extent to which hospitals, nursing homes, and 
other/major nurse employers will choose to adjust the numbers and mix 
of th'eirKN staffs is uncertain. In many geographical areas, past 
shortages in clinical settings now seem to have been greatly reduced. 
Imprbvements in the general economy could reverse some of these 
sitviations.. However, as of the fall of 1982, on the basis of all 
evidence we have been able to marshall, the committee concludes that 
th2re is no national aggregate shortage of generalist RNs or of LPNs. 
Rather, we have identified shortages that occur unevenly throughout • 
tl^e nation in different geographic arftas, in different health care 
settings and institutions, within institutions, and in specialty ^ 
liursing. These and other kinds of shortages are explored at length in 
/succeeding chapters of the report. Their .resolution will depend both 
/on. the operation of mkrket forces and on cWerted actions to be taken 
/by all parties— federal, state and private sector— to facilitate the • 
operation of these forces. . . ci 

After reviewing alternative a&ts of factors that might influence 
supply and demand by 1990, the committee concludes that, although 
hospitals and others are likely to want to employ greater numbers of 
RNs and LPNs throughout the decade, addit,ions to the aggregate supply 
of generalist nurses are likely to keep pace. No exact equilibrium 
can be assured. Nevertheless, no critical imbalance in basic^nurse 
supply seems imminent. Continued monitoring of supply and demand is 
required to detect imbalances that may develop and to guide future 
nurse -education planning. 



RECOMMENDATION 1- > . " 

No specific federal support is needed to increase the overall 
supply of registered nurses, because estimates indicate that the 
aggregate supply and demand for generalist nurses will be in 
reasonable balance during this decade. However, federal, state, 
and private actions are recommended throughout this report to . 
" alleviate particular kinds of shortages and maldistributions of 

nurse^ supply . „ • 
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Supply of Registered Nurses Educated in the 
^ ' Three Types of Generalist Programs 

Although shortages are usually perceived in terms of aggregate 
supply, they also are frequently viewed by nurse educators and by some 
employers in terras of shortages or surpluses of RNs specifically 
prepared in one or more of the three diflferent types of basic nurse 
education programs— diploma, associate .degree (AD), and baccalaureate 
in nursing. In order to provide- information that may be useful as 
background to more particularized analyses of nursing supply, the 
committee disaggregated its estimate of future national RN supply 
according to educational preparation. - ^ 

As of 1980, of the overall supply of approximately 1.27 million 
employed RNs, 20 percent- had an associate degree as highest level of^ 
educational attainment, 51 percent had a diploma, and 29 percent had a 
baccalaureate or higher degree... This total of employed RNs, as noted 
earlier in Table 11, is projected by the study to grow to between ■ 
1,643,000 (low projection) and 1,728,000 (high projection) by the end 
of 1990. Within the study's intermediate projection total of 
1,710,000 employed RNs, the number of nurses with baccalaureate or 
higher degrees will have increased by about 257,000 and will make up 
about 36 percent of total (Table 16) .* ^ / 



*The present supply and projected increases in nurses with master's 
and doctoral degrees are discussed in Chapter V. 



1980 and Projected 
e 



TABLE 16 The Supply of Employed Registered Nurses, 1980 and Pro 
to 1990, by Highest Educational Preparation (Study's Intermediat 
Projection) / 



Highest Educational 
Preparation 



1980 



Number 



Percent 



Diploma 
Associate 

Baccalaui;eate or higher 
Unknown 

TOTAL . . 



645,500 
256,200 
364,400 
6,800 



50.7 
20.2 
28.6 
0.5 



1,272,900 100.0 



1990 Intermediate 
Projection^ 
Number Percent 



614,000 
475,000 
621,000 



35»9 
27.8 
36.3 



1,710,000 100.0 



^.SOURCE: DHHS, HRA. The registered nurse population, a n overview^ 
From national sample survey of registered nurses ; November, 1980, 
Table 3, p. 11 (see Reference 4 for complete cit^ation). ; 
bsoURCET Mpst/M.D. Pro^iacted supply of regist ered nurses, 1990: 
Discussioji and methodology , Table 16 tsee Reference 2 for complete 
citation)'. 
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The nxjmber of nurses wi^th diplomas or ADs who go on to receive .ji 
baccalaureate degrees is growing steadily, the number of post-RN 
baccalaureates granted rising from 2,337 in 1972 to 8,416 in 1981 and 
projected to reach 14,000 in 1990.41,42 Thus, about 100,000 of the 
257,000 "baccalaureate or higher" additions to this supply component 
by 1990 are expected to come from poat-RN graduations* ^ 

The number of active RNs with diplomas probably will have , 
decreased somewhat by 1990 biit still will make up a large group — over 
600,000 — and will constitute slightly over one-third of the total 
active supply. Associate degree graduates are expected to ha>>e 
increased by about 220,000 and will account for 28 percent of total. 
The younger nurses added to the supply primarily .will have associate 
and baccalaureate degrees; deaths and retirements primarily will be 
among diploma graduates who make up the largest proportion of the ^ 
older RNs. 

. A cross section of the study's intermediate projections of the 
1990 supply of active RNs is shown in Figure 11 to indicate the effect 
of changing age and educational patterns. Here it can be^seen that in 
1990 the largest numbers of active RNs will be in their thirties. 
Graduates with diplomas will be older, with a median age of 45. The 
median age of those with associate degrees will be 35 years, and that 
for graduates with baccalaureate degrees will be 32 years. This 
figure also shows, in the narrow bands, the numbers who are expected 
to have attained their current level of preparation by moving from 
diploma or' associate degree to a post-RN baccalaureate degree (D-B and 
A-B), and from each type of basic preparation to a master's level 
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1920 1925 1930 1935 1940 1945 ,1950 1955 19«) 1965 1970 

. YEAR BORN 

70 65 ' 60 55 - 50 45 40 35 30. 25 

AGE IN 1990 

FIGURE 11 Supply of active registered nurses, 1990, by age and 
educational preparation (study's intermediate projection) . 
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(D-M, A-M, and B-M). All, nurses with doctorates are shown in the band 
labeled B-D. 

The study's intermediate projected supply of RNs for the end of 
1990 by highest educational preparation has already been shown in 
Table 16. ThiB distribution is quite unlike that resulting from the 
WICHE panel's judgraent-of-need projections for the beginning of 1990. 
Our supply projection estimates that there will be a much higher 
proportion of diploma and associate degree graduates than the WICHE 
(lower bound) judgraent-of-need projection anticipates. Conversely, 
our study foresees that by 1990 the educational system willj >'/<v > 
produced a much lower supply of RNs with baccalaureate and aclvvjuvted 
degrees than the WICHE process projected through its panel's judgment 
of need (Table 17). 

V 

TABLE 17 Percent Distribution of Active Registered Nurses in 1990, by 
Highest Educational Prepar#ition, Study's Intertrfediate Projection,, ' 
Compared With DHHS WICHE Lower Bound Projection of Need 



Highest 

Educational 

Preparation 


Study's 

Intermediate^ a 
Supply Projection 
. (December 1990) 


Judgraent-of ' Need 
Projection^: ' 
(Lower Boun-i) 
(January'' 1990) 


Diploma/associate degree 
Baccalaureate and higher 


^ 63.7 
36.3 


43.0 
57.0 


TOTAL . 


100.0 


100 «0 



^SOURCE,: Table 16. 

jksOURCE: Secretary, DHHS. "Third Report to Congregs, February 17^ 
1982 r Nurse Training Act of- 1975 (see Reference 10 for complete 
citation) . 



The implications of this table are thaf^if the nation were to 
adopt the WICHE panel's goals, immediate massive shifts in educational 
distribution would be required — i.e./ away from AD preparation of 
nurses toward preparation of greatly increased numbers at the 
baccalaureate and higher levels. In, additioji to greatly increased 
admissions and graduations from generic baccalaureate programs, 
dramatic acceleration of graduation rates from post-RN prograri9 would 
also be required to advance large numbers of AD and diploma graduates 
to higher levels. . The committee had no reliable basis for estimating 
the large additions to higher education ^ndgets that ,woald be entailed 
in implementing such shifts^ or how they would be financed. 

The study also found no basis for disaggregating its projections 
of employer demand for RNs in 1990 according to level of educational 
preparation. In view of the evidence noted in the n. ' :iC8ding chapter 
on the diverse ways in which employers currently st*iii?r their 
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facilities and agencies, and the lack of agreement among many who are 
professionally and raanagerially involved in the production and 
utilization of the nurse supply, the committee did not attempt to 
disaggregate its demand projections, at the level of different types of 
educational preparation of generalist HNs. In projecting the likely 
configuration of the RN supply during the balance of the decade on 
these dimensions, the' committee foresees that by 1990 the numbers of 
baccalaureate prepared nurses will have increased about 70 percent 
even in the absence of large shifts of educational resources 
(Table 16). , , 

State and Local Planning for Generalist Nurse Education 

Both the specific demands for generalist RNs and the specific 
nature of the educational distributions that help to determine nurse^ . 
supply are for the most part highly localized. Imbalances, if any, in 
supply and demand of RNs vary ^^reatly from state to state and require 
assessment at subnational levels. Most decisions affecting tho 
allocation of resources for nurse education take place at 
institutional and state levels. State and local governments tlirough 
their postsecondary and vocational education systems, private^ 
universities and colleges, and to some extent hospitals, are involved 
in planning and paying for a substantial portion of the educational 
preparat^ion of both RNs and LPNs. - ^ 

Many groups and agencies in states have strong interests in these 
matters— professional, bureaucratic, and economic. At the state 
level, the official agencies typically having interest in nursing^and 
nursing education include boards and commissions of higher education, 
departments of vocational education, state university syst^^mn, boards 
of nursing, statewide health planning agencies, and state health 
departments. Private organizations include state nursing^, 
associations, hospital and nursing home associations, third-party 
payers, and unions of hospital employees and of nurses. . 

A range of perspectives and interests are represented in local and 
state planning efforts. ' Hospitals and other potential employers like 
to have nurse education programs available in their localities to 
assure new recruits to their nursing staffs because, as will be:// 
described further in Chapter VI, the majority of newly licensed RNa, 
especially those with associate degrees and diplomas, as wellas LPNs, 
begin *their careers in the ; communities in which they were 
educated;^3 Legislators m£iy be attuned to special problemb of nurse 
shortages in their particular districts. Nurse educators and nursing 
service directors may hold strong but not necessarily similar views on 
' the types of nurse education preparation that should receive ^ 
priority. Furthermore, because the distribution of nutses with 
different level;? of licensure and/or educational preparation found 
most appropriatt^for a particular patient caseload j^aries considerably 
according to geographic region, setting of care, and type and size of 
hospital, nursing service directors themselves may *send mixed signals 
to educational planners. Finally, university \oystems and independent 
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4-year and 2-year colleges must balance the demand for nurfle education 
against the competing demands of other programs* 

State Studies ' 

^' 

Few states have organizational mechanisms for reconciling these 
interests in a continuing manner that can be related systematically to 
decisions on allocating resources for future nursing education* A 
common response to the problem is to conduct a special study. Our 
project analyzed reports of 75 statewide studies of nursing conducted 
in 45 states betyeen 1977 and mid-i982. Most were sponsored by a 
state agency or by the state university system; 9 were conducted under 
the auspices of state nursing associations and 15 by state hospital 
associations* The sheer volume and rate of replication of these 
studies suggests broad concern with nursing issues at the state 
level. Both the importance and the difficulties of attempts to plan 
nursing education are apparent in the reports. A summary of 
information from the recent studies and a listing of major reports are 
included in Appendix 3. ' 

Twenty-two of these state level studies present analyses and 
projections of futuife supply and needs. A variety of methodologies 
and data were employed. Most studies estimated both needs and 
supply. For RNs, 14 projected^'d^p^tential deficit and 4 a potential 
surplus; in four cases the balance iitC'ljided both positive and negative 
resiilts^'^^'^^Hepending upon the assumption&'-apjplieSTt'^ For LPNs, five 
states projected that the tVsupply/jv/ould be ade eight that there 

would be a deficit I and one had -mixecf "results. Seven did not estimate 
needs for LPNs. RN needs by educational level were estimated in 15 of 
^ the 22 studies. In these analyses, 13 studies projected an adequate 
or more than adequate future supply of RNs with diplomas or associate 
degrees, and the same number projected a deficit of RNs with, 
baccalaureate and master's degrees. 

The judgment-of-need process employed at the state level (WICHE 
model) parallels that of the national panel, described earlier. State 
panels, including nurses in leadership positions in nursing education 
and nursing service and other ^lealth profesionals, adopted assumptions 
about potential and desirable changes in health care conditions and 
practices, and about appropriate mixes of staff and levels, of' 
educational preparation required to handle anticipated ' 
responsibilities in different settings of care. These groups had the 
benefit of locally available information' concerning health care needs 
and patterns of service, although deficiencies in needed data were 
usually encountered. Sometimes public hearings were held at which 
diffei;ing views could be expressed. 

The state projections based on judgments of need adopted widely 
differing assumptions as to appropriate staff ing levels and mix of 
nurses (by type of educational preparation) and of other nursing 
service personnel. Differences in assumptions resulted in substantial 
ranges of estimated nursing staff needed per 100 patients from one 
state to another, for similar practice settings. To illustrate , the 
wide variations in expert opinion among different states, Table/18, 
displays the results of the criteria adopted by the national WICHE 
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|oURCE: Reams, J.H. Cooper, M.A,, and Oris, P.F. Conparison of the rationale and criteria tor staffing developed by the National Panel of 
lExpert Consultants with those developed by panels of eight states (Revised February 1981) (see Reference 43 for complete citation). 
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panel for inpatient servlcoa in Rhort-tenn hOBpltnla with more thnn 
ibO bods (lowor bound) and compares thorn with tho r'^ suits of the WICHK 
panels in eight states. Wl\on tho outcomos of local panels' 
judgmontn iu. those states are compared tb the conclusions of the 
national panel I wide differences are ovidont* Judgments about 
requiroraonts in hospitals for KN staff ratios per 100 patients, levels 
of RN educational preparation, and ratios of LPNs and aides to RNs 
vary considerably. Another striking difference is in the total number 
of hours of nursing services tho ponols assumed were noeded per 
patient day. 

Those differences among the eight state panels of exports, 
compared to the national criteria, are summarized in an analysis by 
Reams and her associates* as follows: 

Five states increased the total hours of direct care a patient 
receives per day. Three states increased registered nurses and 
licensed practical nurses and eliminated or significantly 
decreased aide staff. One state increased the number of 
registered nurses and aides and eliminated the licensed practical 
nurses staff. One sti^te decreased the ^number of registered nurses 
\ but increased both the licensed practical nurses and aide staff. 
] Two states were slightly lower in the total hours of care which 
was reflected by a slight increase in the number of registered 
nurses I a decrease in the number of aides and an increase in the 
number of licensed practical nurses. One state significantly 
decreased the number of total hours of care. This statie decreased 
the number of registered %urses , eliminated the aide ''staff and 
increased the licensed practical nurse staff. The one state that 
identified a separate pediflitric category recommended an increase 
in the number of hours of care by dramatically increasing 
registered nurses and licen^sed practical nurses and decreasing 
aide staff. For the educat ional preparat ion of the registered 
nurse, most states were comparable to the National Panel or above, 
except three indicated 75 to 80 percent of the registered nurses 
at less than baccalaureate. ^5 



Such differences among panelists' judgments indicate that a wide 
range of opinions exist among professional experts concerning 
appropriate and necessary nurse staffing goals in different parts of 
the nation* To the extent that: these judgments are influenced by 
existing wide variations among sdaties in health care expenditures, ^ 
utilization of services, and manpower, they may also reflect realities 
of living standards, societal perspectives, and per capita financial 
resources. " ■ 

Those who allocate resources to initiate or maintain support for 
different types of rflirsing education programs at the state level 
frequently do not have sufficient reliable information at hand on the 
probable future market demand for their graduates and on the relative 
ability of those graduates to satisfy the needs of various types of 
employers.. Information on hospital and nursing home vacancies 
^provides little guidance, because when the qualif ications f or desired 
applicants for generalist nurse positions are specified, they usually 
are expressed in terms of required clinical nursing experience rather 
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\ 




84 



than tho typo of bailc nuralng education that candldatoB for 
omploymont are expected to have. HoapitaU (and nuralng homes) rarely 
maintain their peraonnel records In waya that permit analyala of the 
proportions of HNs employed according to type of basic nurse education 
received. Administrators raroly have a sufficient statistical base to 
analyze how edycatlon may correlate with promotions, turnoveri or 
other empirical measures of performance. Results from hospital 
opinion surveys indicate a range of views. Many administrators 
Indicate preferences for either baccalaureate or diploma graduates. 
This viewpoint corresponds to the empirical evidence about average 
ratings in standard examination scores discussed In Chapter VIII. 

Available reports Indicate that state nursing studies have had 
diverse Impacts on decision making In the states. In some cases, 
follow-'up efforts have been organised to Implement their 
recommendations. However, an earlier review of state studies. In 
1978, showed that at .that time 28 states had developed master plans 
for nursing education, but their provisions were rarely 
Implemented. *6 In some states when the results of a study by one 
sponsoring group have been unacceptable to other groups within the 
state, alternative studies have been undertaken. As noted, few states 
have continuing mechanisms to monitor and consider changing needs and 



resources. 

Nonetheless, It Is clear ^hat recent studies have placed issues of 
educational differentiation Jliuarely on the agenda of ' nursing 
education policy discussion at the state level. They also have 
spurred a widespread Interest In educational mobility, as will be 
discussed In Chapter IV. The consideration being given to 
reorganizing health services planning activities In the states and at 
the national level also Is relevant. Planning for health services 
must, of course, take Into account nursing resources and needs. Many 
state health planning agencies have conducted and contributed to • 
nursing studies In recent years. Future planning efforts for health 
services In general, and nursing resources In particular, should be 
closely coordinated. 

■ ""^ # 

Conclusion 

Although fully cognizant that substantial changes In political, 
economic, and professional activities at the state level rarely are 
the direct result of the development of master plans, the committee 
nevertheless believes continued efforts are needed In the states to 
coordinate the planning and resource allocation decisions for nursing 
education and the development of nursing personnel. It Is evident 
that In most states, serious attempts have been undertaken to better 
understand the nursing shortage problem and to Identify possible 
solutions. The committee has noted the apparent Inefficiency of 
efforts within many of these .states as they struggle to ascertain 
their current and future needs for registered and practical nurses and 
to Identify related nursing education prlorltles-s. 

In reviewing large numbers of state studies of nursing, the 
committee found that many official state agencies s&Sx the 
participation of various Interested parties In seeking agreement on 
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RoaU for basic nursing sduostion* A broadly reproiantACivs 
commission fornuit opposrs to bs usoful in planning policy or 
stimulating program davolopmont. Howovarp in many oases i studios and 
actions ara not afCoctivaly ooordinatadp arrangahtonts for follow-up 
ara inadaquatai or agroamant io not reachad among thosa rasponsibla 
Cor rasourca allocation deoisionst Olosar and continuing 
communication batvoan thosa who design state and local education 
programs and local employers will encourage accommodation botvoen 
education and practice goalst 

Projections ot needed future supply appear to be hampered by the 
absence ot continuing processes to consider systematically the 
potential future estimated market demand for registered nurses and 
licensed practical nurses by hospitals and other employers* The 
committee concluded that a relatively small outlay of federal 
technical asaistanca dollars employed to develop demand forecasting 
techniques better suited to state uses would yield benefits in 
strengthened sta|je planning efforts* 

As a further means of overcoming those problema» the committee 
considered the possibility of federal nursing education planning 
grants to states upon demonstration chat they have effective 
mechanisms in place to carry out the responsibilities outlined* thlf^ 
concepti embodied in recent health manpower proposals before the 
Congress » was successfully implemented in regard to planning for the 
full scope of postsecondary, education in the years between 1972 and 
1980 under Section 1203 of Title XII of the Federal Higher Education 
A6t of 1965* A total of approximatrly $3*5 million in comprehensive 
planning grants was distributed across all eligible' states each year* 
Though such planning wao voluntary, eventually all but one or two 
states became eligible'* The effects of improving the process of ^ 
planning for postsecondary education are reported to have been 
salutory* 

Another possibility entertained by the committee was to require 
evidence of implementation of a state nurse planning program as a 
condition of receiving federal funding for state-sponsored nursing 
education activities that involve progromnatic (as distinct from 
student) support* Private educational institutionsi of course, should 
not be penalized in such support simply for Inability to conform or 
for lack of state action, because their programs are often designed to 
meet private sector as well as interstate and national needs and 
should be considered^on their merits* 



RECOMMENDATION 2 

The states have primary responsibility for analysis and planning 
of resource allocation for generalist nursing education* Their 
capabilities in this effort vary greatly* Assistance should be 
made available from the federal government, both in funds and in, 
technical aid* 
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The Effects of Education Financing 
on Generalist Nurse Supply 



Annual admissions to basic nursing ^ucation programs grew rapidly 
during the 19708, increasing by almost 37 percent between academic 
year8c^970-1971 and 1979-1980.1 »2 Although the rate of growth has 
declined in recent years , the output o^ basic nursing education 
programs is projected to be sufficient to meet aggregate national 
demand during the -perio'd of the 198bs (Chapter II). 

These aggregate projections, however, do not reveal the complex 
decision making that ultimately determines the size and composition of 
the future supply of registered nurses (RNs) and licensed practical 
nurses (LPNs) . . Potential students have choices among educational 
programs, each with its own set of attributes, including propinquity, 
cost, availability of financingi: and future career opportunities. 
State and local governments face competing claims on public funds, of 
which post secondary education is only one. Educational institutions 
must allocate the funds available to them from the state, private 
sources , and the federal government* among nursing and other 
educational programs and, within nursing, among associate and 
baccalaureate degree programs leading to licensure as a RN, as we tl as 
LPN t>rograms. Hospitals, too, must decide whether to continue to 
of fer diploma nursing programs and whether to subsidize nursing 
education in other ways. At every level of decisionmaking, a variety 
of personal, social , political , and economic factors come into play. 

As Congress recognized in it6 charge for this study, one of the 
major factors influencing student, government, and institutional 
decisions is the cost of undertaking or providing nursing education 
and the extent to which funds are available to meet the cost . Thus, 
the comparative costs of various educational pathways to nursing* and 
the system of financing nursing education have a great deal to do witl^ 
the number and characteristics of students who choose i3uch education 
and with the capacity of the variouis types of programs. This study 
has attempted to answer the congressional questions on comparative 
educational coots and on sources of financing to the extent that data 
could be found or developed. Estimates of student and institutional 
costs for various nurse education programs, however, require caution 
in their application. Coraparisions among programs and conclusionsa. 
to the societal utility or professional value of one type or anofe^r 
should not be maHe' on cost consideration alone. 

■ • " '89... * , ' ' , •, • 
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This chapter discusses the financing of nursing education as it 
affects both individual and institutional decision making. (It does 
not deal with graduate education, which is treated in Chapter V; it 
covers only education to prepare generalise RNs , except when LPNs are 
specif icaily "noted.) Here, federal policies and programs are viewed 
as exogenous factors that play a role in these decisions. Dollars 
expended for fedsral student aid programs and the conditions under 
which they are awarded, as well as federal laws and regulations 
governing expenditures under Medicare and .Medicaid, exercise their own 
set of influences on individual and institutional behavior by 
provijiing direct incentives and disincentives and also by indicating 
national' priorities. " 



Student Decision Making 



Potential nursing students contemplating a basic nursing education 
prograni%re faced with difficult- choices that have long-term_ ■• 
implications. They have to consider the extent to which their 
abilities and interests match the requirements of the education > 
program knd the responsibilities of positions typically held by 
program graduates. Iri addition, some very practical issues have to be 
faced. One of these is the availability of education programs within, 
the student's geographic range. Another is the magnitude of the ^ 
investment of tine and money required to complete the program and the 
availability of funds to cover the costs. Finally , the student must^ 
consider the- prospects for future employment, potential earnings , and 
probable job satisfaction. For women students who foresee combining 
childrsaring with work, the compatibility of different occupations 
with parenthood may be a consideration, as^is discussed in other 
sections of this report. Obvious^ly,; potential students' choices are 
not limited to the three types of^ basic nursing education programs; ^ 
presumably they also can consider many other kinds of postsecondary 
v-ducation programs. Thus, not only'do nursing education programs 
compete with each other for students; .they also compete with programs^ 
in such fields as 'biology, allied health, the social sciences, 
engineering, preraedicine, and prelaw. Essentially, the choice _to 
enter a basic nursing education program is a choice of occupation. 
While the choice may not be for life-Tcertainly, people do change - , 
careers—it nonetheless''carries with it a substantial investment of 
time and money arid thus is not a choice that many people make more 
than. onceV As,. economists have suggested, the potential ^ 
decision may be viewed as a long-term investment decision. J T^^ 
not to diaregard.the immediate satisfaction deriveid from education 
itself j but rat)ier to underscore the fact that educational decisions 
. carry relatively long-term consequences. 



Students' Education Costs - * . ' 

; A studerit must meet certain out-of-pockef. costs if sh=e^or he is to 
undertake an education program in nursing or ia-a|y other field. 
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There are tuition and fees charged by the educational institut;ion and 
other educational expenses, such as books and suppliest Living 
expenses, including rent, food, clothing, and transportation, jraust be 
met for the duration of the education program. In addition to these 
out-of-pocket expenses, students haVe to f/ice the prospect of | forgone 
earnings as they spend time in education that otherwise might jhave 
been spent wojrking. ! \ 

Tuition and Fees According to data from the National Leaf;ue for' 
Nursing (NLN) , annual tuition and fees vary widely among the c if f e'rent 
types of nursing education programs and between public and private^ 
programs of each type. Median tuition and fees for 19^11-1982 are i 
shown in Table 19. Tuition and fees also vary greatly within each; 
type of education. For public associate degree programs they rai^gBd 
from under $500 to over $5,'500 in 1981-1982/ although almost dne-third 
of programs had tuition and fees less than $500 and only orie program 
exceeded $5,500, according to unpublished^ data from NLN. Ariiorig 
privat'e associate degree programs, only two reported tuition ^and fees 
under $500. Only one public baccalaureate program reported tuition 
and fees exceeding $3,000,. but 10 percent of private baccalaurieate 
programs charged more than $5,500. These programs have the highest^ 
tuition and feesj th^ median in 1981-1982 was approximately $3,900. 
For the current (19i^2-1983) academic year a few baccalaureate programs 
in private institutions report tuition close to $8,000.^ 

Other Out-of-P.iocket Education Expenses Specific data on parsing 
students' other out-of-pocket education expenditures are not available 
but they may be approxiraaterj from the expenses for all studenti; in 



TABLE 19 Median Annual Tui -ion and Fees for Basic Nursing 
Education Programs, Type uf Program and Public-Private 
Cdntrol,a.981-1982 '(dollars) ^ 



Type of Program 



Type of Control , 



Public 



Pr ivate 



Associate degree 

Diploma 

Baccalaureate 



$ 684 , 
1,083 r. 
/ 996 



$3,196 
; 1,572 
3,880 



SOURCE r NLN nursing data book 1982 , Tables i4, 15,. and 16 
(see Reference 2 for complete citation).* 
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public and private 2-year and. 4-year colleges (Table 20). The range of 
these expenses is very small. Although no data are available for 
diploma students, we assume their expenses for books and supplies to be 
halfway between the lowest and highest figures, or $250 in 1981-1982. 

By assuring that average annual expenses for associate degree (AD) 
nursing. students- are similar to all students in 2-year colleges and that 
expenses for baccalaureate nursing students are similar to all students 
In 4-year colleges, it is possible to estimate the total out-of-ppckei: 
educational expenses for students undertaking AD (2-year), diplOTa 
.(3-year) , art§f baccalaureate (4-year) programs (4able 21) . For a student 
entering in 1981-1982, the first year's total expenses would average 
$920 for an AD program in a public institution and $1^^^^ 
baccalaureate program in a public institution. In private institutior.s, 
these expenditures. would averiige $3,440 and $4,140, respectively. A^ 
student star tirigv in 1981-1982' could complete an AD program in a public 
institution for an average outlay of under $2,000 ; to coraplete a public 
diploma or baccalaureate program would require ^an average outlay of 
approxiraately, $4,300 or $6;7'40,' . respectively. T^^ caaplete a private 
baccalaureate progffuni would require average ^ out lay s^of almost $18,500. 

Living Expenses In addition to tuition and fees, books, and other 
educational supplies , students must pay living expenses during their 
education program: housing and food; personal expenses such as 
clothing; laundry, and medicil insurance; and transpbrtation expenses. 
Annual living expenses in 1981-1982 for those in categories as defined 
by the College Board are shown in Table 22. Self-sAipportihg, or 
independent, students have the highest living expense sv 

S ummary of Education and Living Expenses In order to complete an 
education program leading , to RN licensure, a /student must be preparad to 
meet substantial out-of-pocket expenses. These vary a great deal ^ 
depending on the type of program, on whether the program is located in a 
public 'or priyate educatiorial^ on the living 

circumstances of the student. - A ^tude^^^^ parents and 

attending a public 2-year 'AD pr6]grana^ b^^ 
an e8timated^$l-v900 f or tiiitioii and f 

supplies. If living cost s are assimied tb increase by 6 percent between 
the 1981-1982 and ; 1982-i983 ac ? tud'en t"^ also wi 1 1 have 

to bear (for the 2-year progriaiT livi^ 

$4,460, for total putrof-pixiket^^^ ^6, 300. ■ A se^f-sv^lVPO^^ting ' 

student in the same ieducatibnaljpro^ 

ou t-of -p ocke t exp ense s of $11 ,300 ; ares ideh t . s tudent • s total expenses 
will i>e ^proximately $7, 100^.^^ 

prograni requires much: g^ if living ^.expenses 

are assumed to increase b^ 

enrolled in a publ ic Sac calaur eat e pr bgram wi 11 face totalv out-of-pocket 
expenses, of $18 , 800 ; if ; that;!^ a private baccalaureate . 

program, the total will be $31,200. ■ 

The range bf average tbt^^^^ from roughly 

$6,400' for a comuter. s AD program to almost 

; $31,000 :fbr a resident stiikent who attends a private baccalauf eate 
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TABLE 20 Average Annual Student Expenses for Books and ' 
Education Supplies by Type of Institution and Public-Private 
Control, Academic Year 1981-1982 (dollars) 



Institution ' Average Student 

Type/Control ^ Expenses 

Four-year colleges 

Public . . ^251 

Private 263 " 

Two-year colleges 

. Public 235 

Private 241 



SOURCE : College Entrance Examination Board. College cost 
book 1981-1982 (see Reference 49 for complete citation) . 



TABLE 21 Estimated Total Out-ofrPocket Education Expenses, for 
Full-Time Students in Basic Nurfie Education Programs, Academic 
Year 1981-1^82, -and Estimated Total Expenses to Complete Each 
Type of Program for a Student Entering in;1981-1982 (dollars) 



Period of Expenses 


Associate Degree 
Public Private 


Diploma 
Public 


Private 


Baccalaureate 
Public Private 


1981-1982 academic 


i 920 $3,440 


$1,330 


$1,800 


' $1 ,250 


$ 4,140 


year£. 












Total progranxk '\ 


1,900 7,250 


4,300 


5,900 


6,740 


18,450 



^Annual figures for 1981-1982 are computed by a^^^ median tuition 
and fees for nursing students (Table 19) to mean e^xpenses for books 
and supplies for all college students^ 20) . \^o^^ 

l3tudents^7 thexr^^^l^^ 

between the lowest and highest figures reported by the College Board. 
iTotal out-of-pocket expenses to complete the pr a student, 

entering in 1981-19(^2/ Tuition and fees are i^^ an annual 

rate equal to the averagevannu^ 1977-1978 to 

1980-1981 . . Books and supplies are inflated at the same rate as the 
Constimer Price Index for nondurable commodities (le«3 food) between 
. 1977 and 1980. The eatimates^assume that associate degree plro^ams 
require 2 years, diploma programs 3 years, and baccalaureate programs 
'■""4'"years. . . ■ 

SOURCES: NLN nursing (data book 198 2, Tables 14, 15,* 16 (see Reference 
2 for complete citation) ; College Entrance Exanination Board. The 
college cost book, 19iBlrl982 (see Reference 49 for complete citation) ; 
NLN nursing data ^bookl979~ rsee Reference 50 for complete citation); 
U.S. Bureau of the Census* Statistical abstract of the United 
States.: 1980 (lOlst edO , Tabler808, p. 487 (see Reference 51 for 
"complete citation) . ; . 



-TABLE 22 Estimated Annual Living Expenses for Resident, Commuter, and 
Self-supporting Students, by Type of Education Inst itut ion, . 1981-1982 
Academic Year 

Two-Year Institution Four-rYear Institution 
Type of Expense Public Private " Public Pr ivate ^ 

Total 

Resident students^ 
Commuter students]^ 
Self-sgpporting' students£ 

Room and board . 

Resident students 
Commuter students 
Self-supporting students 

Personal expense ai 
Resident students 
Commuter students , - 
Self-supporting students 

Transportation 

Resident students 
Commuter students 
Self-supporting students 



SPependent students living on campus (or adjacent to campus) in a 
campus owned, operated^ or authorized building. . . 

bpependent students living at -home, with parent or guardian and 
attending local campus. 

£Students who are considered independent of parental support, 
wherever they reside. ^ - 

-^Expen-se-s-f-or^cl^thingT'lw insurance, etc . 

SOURCE: College Entrance Examination Board. The college, cost book 
1981-1982 (see Reference 49 for complete citation). \ 



$2,526 $2,731 
2,125 . 1,844 
4,555 3,865 



$1,615 $1,926 
931 881 
2,917 2,628 



583 529 

608 525 

. 925 ,750 

328 276 

586 438 

713 487 



^2,803 $i2,913 
2,080 2,027 
4,333 4,262 



$1,846 $2,043 

. 915 988 

2,756 2,827 

667 557 

626 575 

1,002 896 



290 313 
539 464 
575 539 



program. A student attending one of ^the private, baccalaureate 
programs with annual tuition in the $7,000-48,000 range would face 
total outlays q£ roughly $40,000, if the student lives on campus. A 
self-supporting student in such a program would have to meet expense« 
of over $50,000. 

Nursing students * out-of-pocket expenses may be somewhat 
understated by the average: figures for all college students used in 
these calculations, because they have expenses such as the purchase o 



. ■ " ■■■■ . ■ " ■ 

uniforms and transportation to and from facilities where clinical 
education takes place« 

Forgone Earnings The largest education "cost" is not a cash 
expense but rather the opportunity cost of the student ' s time, usually 
measured by potential earnings forgone during the education program* 
In the case of a student entering*nursing education immediately after 
high school and not working during the education. program, forgone 
earnings may be estimated as equivalent to the average earnings of a 
full-time year-round worker who has completed high school* For 1980 
the Census Bureau estimated such earnings to be approximately $11,000 
for women and $18,300"for men*^ If. a student works half time, 
forgone earnings are less, but the student requires more calendar time 
to complete the program than students who do not work; therefore , 
educational expenses could be greater* 

Forgone earnings would be considerably higher for potential 
students who have education beyond high school, such as RNs seeking a 
baccalaureate degree* Their earnings would depend on their length and 
type of experience, but on average would be approximately $17,000, 
according to data from the National Sample Survey of Registered 
Nurses, November 1980*6 Such students are likely to have family 
responsibilities and relatively fixed financial pbligatiohs, making it 
more difficult for - them to meet their expenses while, attending 
school* *pn the other hand, RNs can earn more from part-time work than 
can other nursing students* 

Although forgone earnings compose a large element of the cost for 
a student undertaking a nursing education program, they have not been 
added Into total costs for several reasons* There is wide variation 
in what nursing students could earn depending on their education, 
experience, and ability. Anecd'^otal evidence suggests that many 
student's work part time whiler^ they are enrolled in nursing education 
programs, and thus ac tual . earnings should properly be deducted from 
potential earnings in estimating earnings forgone* Even though they 
are not included in an estimate of total education costs, the study 
group recognizes that the loss of potential-earnings associated with ^ 
partial or total wffchdrawal from the labor force and the concomitant 
donands of trying to meet substantial out-of-pocket education and 
living expenses can present a- significant barrier to potential 
entfrants to nursing' education* :^ - — 

Sources of Variation in Students ' Costs The most important factor 
contributing to variation in costs of. nursing education is the time 
required to complete the prdgram* ,. ^^he longer the program, the higher 
the education* expenses, the greater the living costs, and the larger 
the forgone earnings. Another major factor is the choice of a public 
or a priyate program. Private education institutions depend on ^ 
student payments—tuition and fees— to cover a greater proportion of 
education, costs than do publicly supported institutions. , As has been 
shown in Table 19, median annual tuition charges by private AD and 
baccalaureate prdgrams are , several times the charges by public 
programs. Even among public programs, tuition charges can vary a 
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great deal, depending on state and local government policies on higher 
education subsidies trom tax dollars. States such as Texas and 
California traditionally^ have set tuition charges very low; other 
states, where state appropriations per student are relatively low, 
such as New Harapshii e^arid Vxermont, have set tuition charges much 
higher.7 .^r- « \ ^ ^ 

A third factor influencing students' education costs is their 
living expenses. Traditional, student budgets for liVing expenses are 
based on assumptions yof living in a college dormitory (resident) or 
with parents (commuter). For adolt students with established 
households, however, it may be necessary to continue meeting mortgage, 
utilities, and maintenance expensesVon a residence while they are in 
school. * 

The fourth major factor is studenXs' opportunity costs, which, as 
noted above, depend on the amount of eWation they have- previously 
obtained, as well as their work experieric^e. A traditional student who 
attends college immediately after high school has the lowest ^ 
opportunity costs; students who have workedv or who have obtained 
education past high school .)iave higher opportunity costs. These 
students also may earn more from part-time employment; liowever, their 
elapsed time to complete the education program\nay increase if they 
are unable to carry a full course load. 



Trends in Education Expenses 

Students' education costs have risen rapidly over the past few 
years and are projected to cdhtinue on a steep increase. \ In public 
4-year colleges, average tuition and fees rose approximately 33 
percent in the 4-year period 'between 1976-1977 and 1980-1981: the 
American Council on Education projects that they will rise a\ 
additional 36 percent by 1984-1985. Average tuition and/fees}for ^ 
private 4-year colleges rose by 29 percent between 1976-1977 arid 
_lS80-19-81_.and_the_Councir projects that they will rise by another 22 
percent by 1984-1985.S The College Scholarship Service reports that 
averace tuition and fees for public 4-year/ institutions are 20 percent 
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higher in the fall of 1982-1983 than in the previous fall; in private 
4-year institutions they have increased by^ These 

increases can be attributed .both to ^^i^^^ in the operating 

""eic^nses of educational institutions "and in the ^^^^ the 

costs of education charged to students (discussed at greater length 

belowV. i Living expenses, which have risen at double digit rates for 
the pakj: few years,: have now declined to a rate of apprOTiraately 6 

■ percentV' ■ ■ / . , . 

Nursing students come (largely from families oj modest means. The 
annual su^ey of first-timev full-time freshman conducted annually by 
the Ccjoper^iApe Insti^ 
of Calif ornii^^ ar Lbs i/*ngeles and. t 

gives an indiii^t ion of/ the family income distribution of nursing 
students in reWtion/ to all college freshmen in the! fall of .1981 



(Table 23).* Although 44 percent of all first-time, full-time 
college freshmen were froin families with annual incomes of $25,000 or 
above, the percentage for nursing freshmen was 32 percent. In 
addition,/ a larger proportion of nursing students were independent of 
parental /support and therefore responsible for financing their own 
education. 

Nurses cannot look forward to substantial earnings in return for 
their educational investments.. According to data from the NLN's 
annual survey of newly licensed nurses, ''in 1980 the median annual 
salary £or nurses 6 to 8 months after graduation was $14, 100. 



The CIRP survey includes data from a stratified sample of 
approximately 400 higher education institutions drawn from the 
population of approximately 2,700 institutions listed in the U.S. 
Off ice of Education (now Department of Education) Education^ Directory . 
Student responses are based on a sample of approximately 200,000 
first-time, full-time freshmen in the sample institutions i < 



TABLE 23 E&tiraated Family Income Distribution of FirstrTime, 
Full-Time Freshmen, Fall 1981 



All Students 





Estimated 


Estimated 


Estimated 


Estimated 


Family Income 


Number 


Percent 


Number 


Percent : 


All 


67,758 


100.0 


1,729,985 


100.0 


Under $5,999 


- 4,704 


6.9 


74,093 


4.3 


$6,000-9,999 


4,097 


6.0 


83,336 


4.8 


tlO, 000-14,999 


7,517 


11.1 


169,890 


9.8 


$15,000-24,999 


14,398 


21.2 


375,860 


21.7 


$25,000-29,999 


5,582 


8.2 


168,248 


9.7 


Over $30,000 


16,002 


23.6 ' 


580,406 


33.5 


Income unknown 


10,457 


15.4 


221,893 


12.8 


Independent students^ 


5,001 


7.1 


56, 263 


3.2 . 



JiFreshmen Students enrolled, in a nursing education program or 
indicating nursing as a career choice. 

J^tudents who are independent of parental support and therefore not 
required, to ^report family income. These students also are referred to 
as "self-supporting." 

SOURCE: Study analysis of unpublished data from the 1981 Cooperative 
Institutional Research Program Survey conducted by the American Council 
on Education and the University of California at Los ^gele8j,_provided- 
by the National Center__f or_Educat-ion-Stati'8t'ic8TT" 



120 



98 



\ 



Starting salaries have risen sharply since 1978; however, nurses 
earnings increase very little with experience. An analysis of the 
National Sample Survey of Registered Nurses, November 1980, indicates 
very small increments in monthly earnings for each additional year of 
work experience (see Chapter VIl) . Thus, potential earnings over the 
entire working life have not been very large and, bjMrring changes in 
the nurse salary structure, cannot be expected to increase very much 
in the future. 

Sources of Education Financing for Nursing Students 

\ Nursing students finance their educational outlays and living 
costs from a combination of|Bpurces, including general federal 
programs of financial aid fJF post secondary students. Nurse Training 
Act scholarship and loan programs (limited specifically to nursing 
students), state and collegiate grant programs, earnings, savings, and 
family\upport. Unfortunately, only extremely outdated information is 
available on the proportions of support from the various sources and 
how those proportions vary among students in the different types of 
basic nursing education programs. A survey of nursing student finances 
was undertaken under the sponsorship of the DHHS , Division of Nursing 
in 1969-1970, but current comprehensive information is unavailable. ^ 
This situation is in constrast to that inmost of the health profes- 
sions, for which there are relatively frequent , periodic surveys of 
education financing. 12 . ^ j 

The limited available evidence suggests that, nursing students 
depend substantially on general federal student aid programs . 
According to 1981 data from the Cooperative Institutional Research 
Program (CIRP) survey, an estimated 61 percent of first-time, f^^r'^i"^ 
freshmen who were enrolled in nursing education programs or indicated 
nursing as their intended career expected to receive some amount of 
federal financing for their first year of study (Table 24) . (Because 
of the wording of the. question on sources of financing, this percentage 
refers only to general federal financial aid programs, available to 
all postsecondary students. It does not include Nurse Training Act 
scholarship and loan, funds.) For all freshmen, the survey estimated 
that 53 percent were receiving federal support. 

Approximately 40 percent of first-time, full-time nursing students 
receive loan funds, with 26 percent receiving federal guaranteed 
student loans. Sixty-five percent of them expected to finance a 
portion of their first year 's^^expenses through work in the summer or 
during the academic year. State scholarship funds were received by 16 
percent of these students in 1981. 

General Federal Financial Aid The maj6r programs of geneMl 
federal -financial aid to postsecondary students are Pell GrantW_ 
Supplemental Educat^naUQpporJiunity-Grants- (SEOG) ,- Guara^ Student 
Loanr (GSX)TI^^^^ Student Loans (NDSL) , and the College 

Work-Study Program. Whereas other programs are aimed at specif ic 
entitlement groups (for example, GI Bill education benefits for 

in 
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TABLE 24 Sources of Financial Support^for Nursing Students Who Were 
First-Time, Full-Time Freshmen in 1981 





Estimated Percent 
of Nursing Freshmen 
Rfi c e i V i nc SuDDOr t ^ 


Estimated Average 
Amount Received 
Per Recipient 


All grants 


54 


$1,291 


Poll firflnt'nt* 


35 


855 


Simnl PTnont*/nrv Kdiic At LOn&l 

|JU|/ J/ XdllCLlUCI^ Jf UU UW. CH» i wild * 


7 


668 


\/ V L u vill 1. Vi y v^c»iic«o«M 








16 


' 683 


College grants 


1 1 


826 




39 


1,698 


Guaranteed Student Loans^ 


26 ^ 


1,731 • 


NAt'inrLAl Dirpct StuH t Loans^ 


8 


1,139 X 


All work 


65 


999 


College work-studyi. 


13 • 


689 


Part-time work 


27 


504 


Full-time work 


3 


940 


Summer work 


43 


608 


Parents \ 


1 


1,143 


Savings ' y 


' 19 


656 


All federal aid£ 


61 


1,756 . 



NOTE: "Nursing students", refers to respondents enrolled in nursing 
education programs or indicating nursing as their career preference. 
^Percentages are hot additive because students may receive support 
from multiple sources. The survey population consists of 2-year 
colleges, 4-7ear colleges, and universities, and therefore these 
figures do not apply to first-year students in diploma programs. The 
study sample included 6,075, representing a population of over 67,000 
nursing students. 

ilPrograms of general federal financial aid for pd^tsecondary 
students. . 
£Owing to survey definitions, this category represents general 
federal financial aid programs only and does not include Nurse 
Training Act programs. 

SOURCE: Study analysis from the, I98I- Cooperative Inst itu^ 
Research Program Survey, conducted by*the American Council on 
Education and the University of California at^Los Angeles, provided by 
the National Center for Education Statistics. 
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veterans and Social Security education benefits for children of Social 
Security beneficiaries), these postsecondary programs ^tem from a- 
broad concern for equality oi educational opportunity that originated 
legislatively with the Higher Education Act of 1965. » f'** 
Expenditures under these authorities have grown enormDusly,. J-^^J^^^' 
federal spending for student ^ssi^t^ance was $250 million; by 1981, it 
exceeded $7 billion. 1^ Appropriations for these programs, described 
at some length below, appear in Table 25. 

TABLE 25 Federal Appropriations for Higher Education, 'Selected 
Vograms, Fiscal Years 1981-1983 (in millions of dollars) 



Pell Grants 
Supplemental 

Educational 

Opportunity Grants 
Guaranteed Student Loans 
Collfege work-study 
Vocational education 
National Direct 

Student Loans 
State Student Incentive 
. Grants 

TOTAL' 



1981 


1982 


. 19833 

% A 


$2,346. 

„ 370 


$2,419 
355 


$2,419 
355 


2,900b 
550 
674 
201 


3", 07 3b 
528 
648 
i79 


3,100 
540 
721£ 
179 


77 


74 


60 


$7 ,118 . 


$7,276 


$7,374 



/ 



aper continuing resolution, public law, December 21, 1982., 
^Estimated by the Congressional Budget Office. /* 

-SOURCES: 1981 Appropriations fro;n Congressional Budget Office. Federal 
st udent assistance: I seizes and Options (see Reference 13 for complete 
citation); and 1982 and 1983 Appropriations from Committee on Education i 
Labor, Subcommittee on Postsecondary and Subcommittee on Elementary, 
Secondary, and Vocational Education. 

The Pell Grant Program was established in the Education Amendments 
of 1972 (Title IV, P. L. .92-318, as amended) . • One of the largest 
federal programs of support to postsecondary students, with_ 
appropriations of almost $2.5 billion in 1982, t^ie program is intended 
to provide educational a^ciiess and choice to qualified students through 
grants of $200-$l, 750 in the 1980-1981 ^caderaip year, the amount 
depending on how much a studentAs-famny-J-S-expec-ted^toJcijnlurjJjute-to-^ 
the student's f inane ing.l7 To qualify, . students must be enrolled on 
at least a half-time basis . in an eligible program in an eligible 
institution. The program. has grown from fewer than 200,000 recipient? 
in 1973-1974 to approximately 2.8 million recipigjits-in 1980-1981. It 



. ' ^ > 101 

provides assistance to a large majority . of low-income students. 
As a c6ns6qufencj| of the Middle Income Student Assistance Act of 1978, 
Pell (formerly Basic Education Opportunity) Grants became available to 
highei;iincome students and total dollar awards increased for all 
income; x: at eg or ies. 19 

Whereas in 1976-1977 only II percent of Pell Grant recipients who 
were dependents came from families with incomes over ^42,000, this 
figutewas 36Vpercent in 1979-1980/20 in 1978-1979, 32 percent of 
independent (self-supporting) students received Pell Grants. 21 

Also part of Title IV of the Education Amendments of 1972, the 
Supplemental Educational Opportunity Grants (SEOG) program makes 
grants available, through institutions of higher education, to students 
in financial need who are. enrolled at least half time. Institutions 
apply for these funds, which are allotted to states for further* ' . 
allocation to institutions within the state. Approximately, one-half 
miJ.lioiv8tu^^ts were SEOG recipients in 1978-1979* Irt 1980-1981, the 
average award was' $600; the maximum award is $2,000^-^? 

The State Student Incentive Grant Program (SSIG) is intended to^ 
encourage state aspistahce to students with "substantial financial 
need," Also established in the 1972 amendments of the Higher 
Education Act, the pr9grara is a 50-50 state-federal cost-sharing 
program. Federal funds are allotted to states on the basis of student 
attendance patterns. States, which administer the program, select 
grant recipients for ^awards of up to $2,000. Not all. states had grant 
programs for postsecondary students wfien the SSIG program began; 
however, by 1978, all eligible states and territories had become part 
of the SSIG program. Level of state commitments to student aid vary 
greatly. Six states,- for example, , have traditionally large progr^s: 
New York, Pennsylvania, Vermont, Illinois, ^ew Jersey, and Minnesota,. 
In these states, federal SSIG funds represent 5 percent or less of ' 
total state grant payouts. In 16 states, however, state payouts are 
at the minimum leveld required^ to match the available federal funds; 
thus, the state share of the total is 50 percent. These states are 
Alabama, Alaska, Arizona, District of Columbia, Hawaii, Idaho, 
Louisiana, Mississippi, Montana, Nebraska, Nevada, New Hampshire, New 
Mexico, Oklahoma, South Dakota, and Wyoming, 23 

The federal GSL program was enacted in the Higher Education Act of 
1965, By far the largest student financial assistance program, it 
provides long-term; low-interest loans to students attending eligible 
institutions of higher education, and also vocat ional , technical , 
business, and trade schools ^ Undergraduate /students are eligible for 
loans of up to $2,500 pef year under the program, with total loans not 
to exceed $12,500, These loans are available to all students enrolled 
in eligible institutions, regardless of .their family income level. 
Interest, accruing at^the rate of 9 percent, is paid by the federal 
government while the student is .in school. The student must begin 
paying the interest and repaying the principal within 6 months after 
leaving school, although deferments are possible ^or service in the 
armed forces, the Public Health .Service Commissioned Corps , the Peace 
"Corps, or other comparable full-time volunteer service. Payments also 
may '^be deferred during preprofessional internships of up to 2 years, 
during up -to 1 year of unemployment, and^ during pelriods of total 
disability of up to 3 years«24 
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The National Direct Student -Loan Program originally was enacted as 
the National Defense Loan Program ip 1958 (P.L. 85-864). Funds are 
allotted states by formula; however, the loans are made by 
postsecondary institutions to students in f inane ial . need . The average 
amount borrowed per year is approximately $800. Students in ^ 
vocational and 2-year colleges may borrow a maximum of $3,000; 
students who have completed 2 years toward a bachelor s degree may 
borrow up to. $6,000. Repayments begin 6 months after the. student 
leaves sthool, .although repayment may be deferred in cases similar to . 
those permitted deferments under the GSL program. - 

In addition to the grant and loan programs, the federal government 
subsidizes the wages paid to students higher education institutions 
under the College Work-Study Program. During 1979-1980, more than 
3,000 institutions of postsecondary education participated- in the 
program, which provided part-time employment to almost 800,000 
students, whose earnings ranged from $700 to $1,116.^0 

Sme licensed practical nurse programs are supported under the 
federal Vocational Education program of grants to states. These 
matching grants are intended to assist states vin conducting vocational 
education programs and to assure access to these programs. The grants 
are to be used for research,, for support of innovative programs, tor 
curriculum development, for guidance and counseling of student*, and. 
for administration of programs. In. addition, funds can be u set-to 
provide part-time employment for students so that they can continue 
their training on a full-time^ basis. States are required to use i:> 
percent of the funds to support programs in postsecondary • - 
institutions". In 1979,. it was estimated that this amounted to 5191 
■ million,, of which approximately 90 percent went to community 
colleges. 27 Data are not available with which to determine the 
extent to which Vocational Education funds are supporting education 
programs for LPNs or AD nurses. ^ 

In general, the program statistics of federal student-aid programs 
do not identify students' field- of study; thus, the extent to which 
all nursing students' avail themselves of these sources cannot be 
determined without special studies. However, th^ fragmentary ^ 
information available suggests that nursing students, at least in «he 
early portions of their education,- rely heavily on federal student aid 

programs. s . \- , , _ 

The current administration, seeking to reduce the federal presence 
in higher education, has proposed cuts in the Pell Grant program and 
the elimination of supplemental SEOGs, NDSLs, and State Student; , 
Incentive Grants; it has also reduced subsidies to GSLs and increased 
limitations in eligibility for these loans. If enacted, such large . 
reductions in federal student, aid programs will reduce the number of 
students at.tending'postsecondary education institutions generally and 
could be expected to have adverse effects on the numbers of students 
entering nursing education programs, especiallyin private 
institutions. --Research on' the demand for higher education has shown 
that individuals are responsive to the price of higher education, such 
' that the proportion attending higher education decreases as the price 
increases (price-is defined as the student's out-of-pocket cost, less 
financial ai(i) . Low-income students respond more to price changes 
than do individuals from middle and upper income families. 
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Education costs and the availability of financial aid also influence a 
student's choice among institutions and, presumably, education 
programs. 29 ' 

« 

Nurse Training Act Programs The Nurse Training Act (NTA) has 
provided loan funds to basic ^nursing students from its inception in 
1964. .Loans of up to $2,500 per year, or a total of $10,000, are made 
by participating nursing education programs to their students. Awards 
to participating programs are made on the basis of a formula, relative 
to the number of full-time students. In 1982 approximately 24,000 
were loan recipients, down from almost 43,000 at the height of the 
program in 1973 (see Appendix 2) .30 it, is not clear why the award 
level in 1982 and immediately prior years was not higher because a 
recent audit of a sample of recipient schools estimates that, 
nationwide, nursing schools hold a balance of $54 million that could 
have been used for loans to students. 

The nursing scholarship program, also administered by individual 
nursing education programs, made available scholarships of up to 
$2,000 per year to students with exceptional fitlancial need. Funding 
of the program was discontinued after fiscal 1980.- In 1981, almost 
9,000 students received these scholarships (see Appendix 2) ;• this was 
down .from almost 35,000 students in 1973.^2 Total/funcfs" awarded 
under these NTA authorities to students in basic nursing education 
program, by type of programs, for the fiscal years 1965 through 1979 
are shown in Table 26. / 

TABLE 26 Nurse Training Act Scl:olarship and Loan Funds Awarded to Basic 
Nursing Education^ Programs, by Type of Program, Fiscal Years 1965-1979 







Associate 




All Basic 


Baccalaureate 


Degree* 


Diploma 


Programs 


Programs 


Programs 


Programs 


Dollars ( in millions) . 
TOTAL $386.6 


$175.6 


$105.3 


$105.9 


Scholarships^ 126.5 
Loans ^ . 259.30 


5.7.6 
118.0 


' ' 39.5 
65.8 


30.4 
75.5 


Percent Distribution 
TOTAL 100.0 


45.4 


. 27.2 


, i7 .4 


Scholarships 100.0 ^ 
Loans 100.0 


45.5 ^ ' 


31.2 
25.4 


24.3 
29.1 


SFiscal years 1968-1979. No scholarship funds were authorized prior to 


1968. . >\ . 




<* 




SOURCE: DHHS, HRA. Trends 


in BHPr program 


statisticsL 


Grants, awards, 


loans— FY 1957-79, Tables 52 


and 55, pp. 65 


and 68 (see Reference 32 for 
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Total appropriations under the loan and scholarships authorities 
from their inception through fiscal 1982 have been $511.3 million. 

Collusion V 

Students considering a career in nursing face increasing education 
costs.' These students tend/to come from families of moderate incomes 
or* to count heavily on their own resources to finance their education. 
They cannot expect substantial earnings in return for their education 
investments. These students appear to rely substantially on, general- 
federal financial aid programs. Proposed reductions in these programs, 
.at the sahe time as reductions in NTA scholarship and loan programs, 
could reduce the number of students entering. basic nursing education 
programs. 



RECDMMENDATION 3 

The^ federal, government should maintain its general programs of. 
financial aid to postisecondary students so that qualified 
prospective nursing students will continue to have the^ opportunity 
to enter generalist nursing education programs in numbers 
sufficient to.raait\tain the necessary aggregate- supply. 




State and Institutional Decision Making 



The future supply of nurses will be shaped not only by students 
decisions to enter nursing education and their choices among the types 
of> basic education programs, but also by the collective decisions of 
individual educational institutions; with Regard to the number,; size, 
and type of nursing education' i^rbgr^s they will of fer. As this^ 
section will discuss, colleges, and universities base their decisions 
on the availability of financial resources, the relative cost of 
nursing programs, and the demand for nursing education by students and 
for the products of that education , by emplctyers. In the foresiioable 
future, these decisions vi 11 be made in a c more 
constrained education resources than in^^ 

Financial Resources for Nursing Education 

Tlfe Wucationa in which.hurs.ing education programs 



are 



based have varying sources of financing (Table 27) . Publicly 
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4 TABLE 27 Current-Fund Revenues of Institutions of Higher Education, by_ Source, Fiscal Year 1980 
(in thousands of dollars) . • • 



Publicly Controlled 



Privately Controlled 



Source of Revenue 


All 


Univer'iitl^s 


Other- . 

4-year . 

Colleges 


. 2-year 
.Colleges , 


All 


Universities 


Other 

4~year- 

Colleges 


- 2-year 
Colleges . 


All * 
Tuition and fees 


$38,824,207 
(100.0%) 
4,860Vl62 
(12.5%) 


*16, 453,661 
(100.0%) . 
2,029,767. 
(12.3%) 


.tl5,350,982' 
(100.0%)>f^ 
1,805,686 
(11.8%) . 


*7,6l9,564 

(ioo;o%) 

1,024^709 - 
(14.6%) 


$19,695,774 . 
(100.0%) 
7,070,178 
(35.9%) 


$9,295,004 
(100.0%) 
2,531,340 
, (27.2%) . 


$9,913,572 
(100.0%) 
4,262,012 

■ (43.0%) 


$487,198 
• (100.0%) 
276,826 
(56.8%) 


State government 
appropriations 


'* 17,390,3$2- 
(44.8%) 


6,588,799 
(40.0%) 


7,319,7 33 
(47.7%) 


3,481,819 
(49.6%) 


221,242 
(1.1%) 


88,748 
(1.0%) 


126,379 
(1.3%) 


6,116 
(1.3%) 


Local appropriations 


1,310,360 
(3.4%) ' 


36,102 
CO.2%) 


^ 134,396 
(0.9%) 


1,139,863 
(16.2%) 


4,008 
(0.0%) 


22 

(0.6%) 


1,759 
(0.0%) 


2,228 
(0.5%) ■ 


Federal grants"^ 
and contracts 


3,986,664 
(10.3%) 


2,218,033 
(13.5%) 


i 1,367,182 
1 (8.9%) 


401,449 
" . (5.7%) 


2,561,633 
(13.0%) • 


1,737,548 
(18.-7%) . 


800,347 
(8.1%) 


23,738 
(4.9%) 


State and local 

grants and contracts 


709,iS03 
(1.8%) 


277,5^ 
(1.7%) 


266,237 
(1.7%) 


165,822 
(2.4%) 


330,285 

- ,(1-7^) 


165,513 
(1.8%) 


157,531 
(1.6%) 


7,242 
(1.5%) 


Endowment income, 
. private gifts" 
V and grants 


1,169,734 
(3.0%) 


777,817 
(4.7%) . 


356,394 
• (2.3%) 


35,523 
(0.5%) 


2,814,968 
(14.3%). 


1,296,782 
(14.0%) 


• 1,459,966 
(14.7%) 


58,220 
(11.9%) 


Sales and services 


, 7,44?,991 
(19.2%) 


3,790,937 
(23.0%) 


.3,188,166 
(20.8%) 


463,889 
(6.6%) 


4,651,289 
(23.6%) 


'2,366,421 
. (25.5%)\ 


2,192,494 
(22.1%) ■ 


92,373 
(19.0%) 


Other sources 

f ■ " ■ i ■ ■. 


. 1,954,340 
(5.0%) 


734,661* 
(4.5%) 


913,188 
(5.9%) 


306,A91 
(4.4%) 


2,b42,a^l 
(10.4%) 


1,108,629 
(11.9%>- 

c 


913,084 
(9.2%) 


* 20,457 
(4.2%) 



teSOURCE: 'study analysio of.unpublished 
'Higher Education, FY 1980, provided by 



data=Erom . Higher-Educ at ion =General-Inforraatibn Survey;- 1979- iaV Statistics of 

the National Center for Education; Statistics. 
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supported 4'-year colleges and universities, where half the nation's 
baccalaureate level programs and bne-f ourth of the AD programs are 
based, have state appropriations as th^ir largest source. Public 
2Tyear colleges receive half their funding irora this source. Student 
tuition and fees represent about 12 percent of the revenues of public 
4-year colleges and univeris it ies and about 15 percent of the revenues 
of public 2Tyear colleges.. This ' revenue source , includes fiM 
aid; thus, not all of tuition and fees are actually paid by students 
and their farailieVi^Private institutions depend more heavily on 
tuition and fees, which represent 27 percent of revenues fo^^ 
universities and 43 percent for private 4-year colleges. Almost 60 
percent of private^ 2-year college revenues are from this source. 
Private educational institutions also receive a substantial plortion of 
their revenues from endowment income and. private donors . 

As related in Chapter I, approximately 80 percent of nursing, 
educat ion programs and enrolled nursing students are based in higher 
education institutions. In the aggregate, states represent the 
largest funding source for the nation's higher education system, 
' contributing 30 percent of the current fund revenues of all colleges 
and universities combined in ^^^^^ for 
higher education werej estimated- 

In addition to state apjpropriations and^^^t^ revenues, 
educational institutions have other funding sources, among them 
fedefal grants and contracts, which together represent the second 
largest funding source for United States higher educat iwiin^ 
(Table 27). The federal role in fittancing these institutions is 
greatest in the research area but;: also includes . relatively smal 1 
amounts under spwial programs, such as the OT^ 

education. Institutional support under the NTA has taken. the form of 
formula or Capitation grant is (no longer authorized), ^special ^project 
grants, construction grants (no longer authorized)^ institutional^^ ^ 
graritsfbrTa^^^^ pi^actitioner 
education, and research fellowships and grants .(Cta^^^^ . In 1980, 

appropriations for insti tut ipnal support totaled $176. 3 million; by- 
1982 they had declined to $84.3 rai^^ 

The 300 diploma nursing education progr£Bns, representing 
approximately 20 percent of the total . enrollment in ,^ -nursing 
education, are based in] hospitals rather than in hi^ education 
infft Fundin g for these p rQja^iBii-£jam&fl--.p^ ^ from — __ 



•*State appropriations include/student aid as well as institutional 
support. A survey of states by J^^^^ Association pf State 

•Scholarship and Grants Programs indicated total student aid of $963 
million in academic year 1981-1982.35 
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hospitals' patient care revenues, 90 percent o£ which aire third-party 
payments from private insurers and the government Medicare and 
Medicaid programs. The other two principal funding sources for 
diploma programs are student tuition and fees and federal 
institutional grantB under NTA. 

The Medicare program estimates that partic ipat ihg hospitals 
incurred approximately $350 million of "allowable nursing education % 
costs" in 1^979.35 This figure, based on the amounts reported under 
"nursing education'' on the Medicare cost report, can be assumed to ^ 
represent /eJcpenses for diploma nursing programs. However, for a 
number of reasons, it should be viewed as a minimal estimate <of 
nursing education costs in hospitals. First, all the costs associated 
witk the education programs may not be included; administrative 
salaries, tar example, may be reported under administrat ive costs 
rather than under, nursing education. Second, 'the costs of clinical 
education are usually included in clinical department costs rather 
than in nursing education. Third, many hospitals jointly provide 
diploma programs with colleges; the* college's portion of the costs 
prdinarilj^ would not appear in. the hospital's cost report,- In 
.addition, hospitals bear other education costs in addition to' those 
relateTto formal diploma programs. They , provide orientation and 
staff -development programs to their employees, offer tuition 
reimbursement aig a fringe benefit, and contract with colleges to 
prori'de educational opportunities for their employees. Very little is 
known about the extent of these forms of support for nursing . 
education, "^^-^J^ich generally are not included in the nursing education 
cost cehtes^:, and thus would not be included in the Health Care 
Financing Administration's $350 million ejstimate. Eighty-two percent 
of hospitals responding to a recent nursing 'personnel survey by the 
ikierican Hospital Association reported that * they provide tuition as a 
•-fr inge-vberief itv37----:->:i~~::^ ^- 

v-vr; the largest funding source, state suj^port of, higher education 
id ah irapaiitant lever in influencing institutional resource 
ailocation. Hospital decision makers also are ^heavily influenced by 
the cwai lability of funding from third-party payers and the conditions 
placed upon payments from these sources. Thus, the future nu'rse 

.supply is very milch dependent: on the flow of revenues from the major 

sources ^"^^ _: ■ ■ • ^ — y ■ ■ — ^-^^^ ■-; — 

The financing outlook for higher education, including nursing, is 
for more constrained resources than in the past. Aggregate state 
higher education appropriations increased by abqut $2. billion between. 

•1981 an 1982 arid are expected to increase by about $1 billion in^ 
1983. 38^39 However, in constant dollfirs, state support of higher 
education is predicted to remain level over the next few years. ^0 
In some states, fiscal stringencies can be expected to result in an 
absolute decline in higher education iapprbpriatidris. Reductions 
already have occurred in some states. « 

Institutional support for nursing education .under NTA has declined 
substantially since 1980, as' noted above. Federal, state, arid private 
concern fop- rising htispital costs may lead to restrictions on 
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third-party payments to hospitals . Reimbursement for nursing 
education programs and other hospital-based education programs for 
physicians and allied health students could be reduced as a cost 
containment measure. The appropriateness of educational programs that 
are being supported by patient care dollars has been a matter of 
debate qince the inception of the Medicare program in^l965» ^ 

Constraints on funding from state appropriations (and third-party 
payments, in the case of hospital education programs) create pressure 
on institutional decision makers to raise tuition levels in order to 
maintain the flow of funds to the institution. Proponents of greater 
economic efficiency in higher education argue that tuition generally 
should be set to cover a substantial portion of the cost of education,, 
with financial aid serving to, reduce inequities in educational 
opportunities among students from different inccxne groups. At the 
•institutional level, pressures to raise tuition are greatest for more 
expensive programs. In the interests of greater fiscal responsibility 
and accountability, institutional policy may be to charge differential 
tuition for different educational programs according to differences in 
their costs, rather than charging the same tuition to everyone. If 
differential tuition were to become more common than it is at present, 
nursing students would tend oto face higher than' average tuition 
levels, because nursing education programs tend to be more costly than 
the average because .of relatively low stvdent-faculty ratios required 
for clinical, teaching". . - . * 

. In the current circumstance of constrained resources and economic 
recession, higher education institutions are finding it necessary to 
make difficult decisions. as to the allocation of available funds. . 
Nurffing education programs compete 'with other programs in the same 
institution for the available resources and may%in some cases be 
adversely affected. They may be pressed to maintain current class^ 
7 size-at- existing-budget-levels, reduce- class-,^ 
' programs, or cancel plans for program expansion. 

The decision-m'aking process that has as its*- ultimate outcome the 
amount of state and, in turn, institutional funds going to nursing 
education programs is complex, pluralistic, and differs from state to., 
state. The process, given an bverall level of ^funding for the 
institution, is influenced by a number of considerations: 

• • ■ ■ ■ ■ ■ 4: . 



• the relative cost of providing. nursing education programs in 
' comparison with the cost of Mother education programs^ . 

• demand by sttidents for educational opportunities 

• the need for spec if ic kinds of manpower to meet demands by 
employers. ^ . ^ 

These considerations influence an institutional planning and budgeting 
process that also is subject to..cro8B^ pressures created by educational 
' policies not directly related to nursing, .other ins^ 
imperatives , the^ legacy., o f past dec is ions, and the inter play among the 
individuals involved in the process. Nonetheless/ the considerations 
cited above are significant elements that enter the decision making of 
moat universities and colleges in determining the resources^allocated 
to nursing education.^ 
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Relative Costs o£ Nursing Education Programs 

In looking for ways in which\ to deal with reduced resources, 
Institutional decision makers usually turn their attention to 
high-cost programs* Nursing programs. are widely perceived to be 
relatively high in cost, and this perception is borne put by the 
limited evidence available* At the University of Maryland, for 
example, the average cost per full-time equivalent (FTE) student in 
nursing has been estimated at approximately $3,900 In 1982; the 
average cost per FTE V or all undergraduates is $2,150*^^ The 
Colorado Commission on Higher. Education estimated that in 1976 the 
average annual cost for a FTlEi undeT^graduate in nursing was $1,739, 
compared with $1,175 for an FTE student in education.^2 Data frbm 
the community college system In Florida indicate that' in the 1980-1981 
academic year the cost per credit hour for students in nursingand 
allied health fields Was $47.18, whereas the overall average cost' was 
t23«59«^3 Of course, basic nursing education programs vary in their 
cost. Annual costs per student ranged from $952 to $3,549 for 
baccalaureate programs „and from $855 to $2,871 for AI) programs (direct 
costs only) in Indiana^s. state-supported, institutions In 1978-1979.^^ 
Thus, there are high-cost and low-cost programs within nursing. . 

Why do costs vary so greatly? T?he reasons are many. As outlined 
bythe study's advisory panel on nursing education cost and financing, 
they include: . v 

• new versus old programs (accreditation, start-up costs for new 
programs) 

• the proportion of part-time students (i .e. , difficult to plan 
class enrollments, more advising and bookkeeping for part-time 
students) . ' 



- / • — attrition-rates (may be"^higher at~~^^ to achieve 

certain social values — e.g., inner-city schools) 

• quality of programs (e.g«, cbsts of establishing varied 
clinical experiences for small groups of students) 

• program content and organization (the mix of lectures, 
laboratories, clinical preceptorships, etc.) ^ 

• the. availability of revenues (i.e., if the program has raoneyf 
it spends it) 



\ 

\ 



costs that are difficult to vary in the short run, e.g., 
faculty with fixed contracts (may cause unit costc to be high in 
programia with declining enrollment) . 

Such wide variations in costs are not unique to nursing; they are - 
f ound vin all higher education.* However, they point up the 
difficulties and pitfalls in looking at average costs of education, \^ 
which carry little meaning. Costs should be viewed. in light of unique 



^For more detailed discussion, see S. YoderV The institutional cost 
of nursing education . Background paper of the Study of Nursing and 
Nursing Education. - Available ifrom Publication-on-Demand Program, 
National Academy Press, Washington, D.C., 1983. 
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program characteristics, types of students attracted, a^d work 
patterns of graduates. 

St udent Demand State higher education systems are influenced by 
citizens' demand for educational opportunities. These demands may be 
evidenced in a Aumber of ways. * Rising Applications and enrollments in 
existing education programs are perhaps the most visible, but these 
demands make themselves felt in other- ways as well. Direct pressure 
on legislators by state taxpayers assuredly, has been responsible for 
the growth of places in medical education in the past; this pressure 
can also make itself felt when a prograrais threatened by closure. 
Some nursing programs have avoided closure, at least for a time, by 
such efforts. - • ^ . ■ • * 

Demonstration of student demand for places in a nursing education 
program is an important element in t}>e institutional bargaining 
process,. It is difficul.t to maintain support for existing programs 
if entering classes are unfilled or if it is perceived that standards 
are being lowered to reach enrollment objectives. On the other hand, 
the case for increasing class size is easier to argue if many 
well-qualified. applicants are denied admission for lack of places. At 
a time when enrollments from the traditional pool of high school, 
graduates are diminishing, the need for nursing schools to lookJ:oward 
new potential "markets"— the nohtraditional students" discussed in 
Chapter IV— iff heightened by the growing intra- institutional 

'competition for constrained resources, and students. 

It should also be recognized, however,, that student demand for 
nursing education is influenced by actions of employers with. regard to 
the economic and noneconomic rewards they offer, by the profession, . 
and by others. The pressure for- diploma and AD nurses .to: complete a 
baccalaureate^-degree and the willingness of employers to provide ^ 

"tuition benefits is one example of how student demand is generated. 
On the basis of these developments, nursing educators haVe been able 
to make, convincing arguments for establishing programs for RNs to 
complete the requirements for a baccalaureate degree. 

Em ployer Demand Educational decision makers are responsive, to 
some extent, to the demands of employers in the state. In the past. 



- tor example, pleas by employers of nurses f iggred-^n-the institution 
of support for diploma programs by the s^te of Illinois.^ . 
Engineering programs have grown enormously over the past few years as 
a consequence of employer demand. Particularly persuasive to., 
educational institutions and policymakers is a willingness on the part 
of employers to bear a portion of the education costs by subsidizing 
tuition, by funding joint research projects, .an^^^ , 
faculty salaries, as has occurred in engineering. Rising salary 
offers to graduates also provide strong evidence of employer demands. 

Systematic means to obtain accurate periodic readings of employer 
dCiaands at the state and: local levels dp not e^ General: ^ 

perceptions of shortage or surplus reported in the media, ^statements 
by professioiiat ahd-i^iSustry associations r^r 

agencies, and informal employment feedback from recent graduates moat 
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often suffice as means of assessing market signals* The extent to 
which those signals are incorporated into the planning or budgeting 
process vdries from case to case* 

Educational planners are aware of the limitations of forecasting 
techniques; they have witnessed unpredicted dramatic shifts in the 
employment outlook for other bcgupations • Whether employer demand 
will play a larger role in educational decision making in the future 
will depend on how well those demands are articulated. Close 
affiliation between health care providers and educational institutions 
is perhaps one of the better ways of assuring proper feedback on the 
need not only for numbers, but also for types of nurses. 

■# ... 
Federal and State Influence on Institutional Decision Making v 

I 

Because the federal government does not operate nursing schools,^ | 
nor is it even the major source of financing, its influence on the 
nursing supply is limited to the monetary incentives it can offer 
universities and colleges and to the indirect effects of its 
employment policies in its programs of direct medical services. r 
Whether educational institutions respond to. such incentives depends, 
at least in part,^ on their ability to find other sources of finaincing 

state appropriations, endowments, students, etc.) to maintain 
the increased educational capacity or tp support the initiatives the 
federal /program mandates. 

Recent efforts have been made to determine the impact federal 
programs have had on institutional decisions to increase the supply of 
nurses of different types.. Because institutional decisionmaking is 
complex arid federal input is indirect, it is very difficult to assess 
the federal influence on nursing education programs. A recent study 
funded by the DHHS concluded that between 1969 and 1979, federal funds 
expended under NTA caused an increase of approximately 33,000 to 
42,000 graduations from basic programs over and above the numbers that 
would have occurred in the absence of their programs. On the 
other hand, so researchers have found no sigriificant effects. ^7 
Methodological differences among these studies may account for their 
conflicting' findings, including different' outcome measures, units of 
observation, and statistical methods . None of the studies was based 
on a model of both student and institutional decision making, the v 
demand and supply components of the edu^cation market. Finally, as 
with any evaluation research, <iata limitations hamper efforts to 
measure certain key variables. 

States are one level closer than the federal. government to 
influencing the supply of nurses. Unlike the federal government, 
states provide the bulk of operational support for many basic nursing 
programs within ^senior college^ and universities as well as community 
colleges. State authorities also often exercise the power to approve 
new programs and to eliminate existing programs^ Despite their 
powers, however,- states usually do not interfere extensively or 
rdirectly in the traditional prerogatives of educational institutions. 
Many states, however, attempt to control the rate of growth of higher 
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education appropriationB through coordinating boardB, which nttorapt to 
guide institutional chpicea in the context of a master plan £or the 
distribution of educational resources. Again, there is variability In 
the impact of these coordinating boards from fttate to state. '♦o 



Conclusion 



The future supply of generalist RNs—and their educational 
distribution by type of basic educatlon-ls significantly affected by 
the decisions educational Institutions make with .regard to the 
numbers." types, and sizes of nursing education programs 
These decisions are based In large part on the general availability of 
resources for higher education and on the degree of success with which 
basic nursing programs compete for available funds. 

Four major sources of financial support for basic nursing 
education have been Identified. State tax dollars appropriated for 
higher education represent the largest source. Wal governmonts, 
through their support of corjmunlty colleges, represent a second major 
source. Hospitals provide support to nursing education by offering 
diploma programs In nurdlng and staff development programs, by 
providing educational fringe benefits to their nurse employees, and by 
subsidizing nurse employees who are advancing their level of education 
in college-based programs in retdrn for service commitments. Costs 
incurred by hospitals are financed principally through third-party 
reimbursementa. Finally, private donors provide a substantial portion 
of flnanclng-^forlprograras In private educational institutions. 

The amount of resources available for nursing education programs 
depends largely on h<i% successfully they compete with other programs 
in the same institutMi. Institutional decision makers take jnto 
account the costs of all education programs as well as student demand 
for education, and the demands of employers. Because basic nursing 
education." Is more costly than many education programs, student and 
employer demand are especially important. 1 , 
Fiscal pressure? on the 'educational budgets of state and local 
governments, as .«ell as cost containment efforts aimed at hospitals, 
threaten to reduce funds available for nursing education from these. 



sources. 



REOOMMENDATION ^ 

InstltutloMl and student financial support should be maintained 
by state and local governments, higher education institutions, 
hospitals, and third-party payers to assure that generalist 
nursing education programs have capacity and enrollments 
sufficient to graduate the numbers and kinds of nurses 
commensurate with" state and local goals for the nurse supply. ■ 
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CHAPTER IV 



Education for Generalist 
Positions m^N^ 



The question of whether the aggregate supply of registered nurses 
(RNs) will be sufficient in the future to meet the changing demands of 
the^ nation's health iiare system was addressed in Chapter II. ^ The 
committee concluded 'that the nation's hospitals and other major 
components of the health care system could expect an adequate supply 
of RNs to be available through 1990 in the aggregate, but we also 
♦noted aspects of nurse preparation about which failure to take 
appropriate actions could unfavorably influence the size and 
corappsition of the'future supply. Chapter III dealt with one., such 
major set of factors--the cost and financing of basic nurse^ ^ 
education. In this chapter we turn to factors directly or indirectly 
influenced by nurse educators,. 

Many forces in society that affect the quantity and quality of 
candidates for nurse education are beyond the control of the educators, 
However, educators can take advantage of new societal trends that can^ 
increase the likelihood of beneficial /forces prevailing over adverse 
ones. .This chapter discusses ways in which such a positive impact: 
could be made— by attracting new kinds of students to nursing, by 
lowering current barriers to educational advancement, and by closer 
collaboration between nursing education^and nursing services. 
- ' ' ■ . ■ ''' 

Attracting New Kinds of Students 

During the 19808, in .common with almost every other type of post- 
sec^pndary and. vocational education, basic nurse educat ion programs 
must adapt to a new'envirbnmeht occasioned by a declining United 
States birth rate that is shrinking the pool of high school ^ 
graduates. Further, becausie ni^rsing predom^^^ is a woman s^^ 
" occupation, educatiba programs to prepare RNs must compete for gifted 
young high school graduates who \currently are attracted to increasing 
opportunities for women in\busin^S8, la^w, medicine, arid engirieering— 
all occupations in which students • inves^^^ of 
education yield a higher rate of return in salaries. 

In these changed circumstances , the ability of nurse educators to 
attract sufficient numbers of high-quality students in the future may 
.well depend on attracting greater riljmbers not only of new high school 

' ■■■ • ••. - • ■ .' . '' lie' ' ' " ' 
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graduates to the established generic nurse education programs, but also 
JliLpjLQPie_in_older_age_gr.04ip_s_l.o.o.king — 
non traditional students for whom more flexible types of programs may 
be needed. Whether nursing educators can attract the required future ^ 
supply depends in part on what, hospitals and other major employers of 
nurses are able to offer in- salaries, conditions of work, and 
opportunities for promotion, as is discussed in Chapter VII, However, 
it also depends on the ability of nurse education programs to meet the 

needs of new kind s o f s t ude n t s and c ompete wi at trap t i^^^^^ . 

other career possibilities. 

There were 2.6 million high school graduates;in 1971. By 1985 
, graduations will have dropped to 2.4 million, although a higher 
proportion of the high school age group graduates than ever before. 1 
Between 1975 and 1981 the total annual applications-; for fall admissions 
to the three basic nursing projgrams preparing for RN licensure declined 
by 43,000.2 - The number of fall admissioi;ii3 during this period,/ 
however, increased by over 1,500.3 These phenomena translated to' a 
decline in the ratio of fall applications to fall admissiotis f rora , 3 . 19 
in 1975 to 2.61 in 1981. There were only minor differences in ratios 
among the three types of programs preparing RNs in 1981, but 
baccalaureate programs ranked slightly lower. The same trend of 
declining ratios of applications, to admissions is found in practical 
nurse programs.^ 

These facts appear to suggest an overall decline in the quality of 
students entering nursing pragrams , but appropriate data, such as the 
high' school grade point average of entering student?, are not available 
to test this hypothesis. 

All education programs that prepare students for- registered nurse 
licensure and for practical nurse licensure have unrealized potenti^^l 
for attracting nontraditional students. Although nurses 'salaries are . 
low in comparison with many professions, tfhere are • of f setting 
attractions^ The V^'actipal nurse , program or the associate degree : (AD) 
-programs offer opportunities for people who can afford only a 1-' or 
2-year investment in education. Nursing has had historically high ; 
employment rates—a part icularly^. appealing attribute in the current 
economic recession. Nursing also of fersop^ geographic 
mobility, part-time employment, and for peoplie with family ^ . 

responsibilities, a choice of days and ^ shifts to work. Finally, for 
those who enjoy working with and helping people, nursing offers 
especially appealing challenges.. " 

There are several different kinds of potential nontraditional 
students to whom nurse educators can market their programs. One group 
consists of people with college or graduate eclucatiohr who wish to 
change careeri3. At a time. when opportunities for teadhers, social 
workers, and other service professionals are declining, nursing has 
attractions for such well educated and highly motivated people. 
Because'subs tant i'al'^iWe'strai^n 

education, recruitment from this .pool of potential candidates would, 
appear to offer a* relat iyely quick and tost effective way .to enlarge ;~ 
the supply of RNs for generalist or subsequent advanced -positions in 
the profession. • ^ 
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Women whose children reach school age and'who wish to reenter the 
labor— forc«in-a--8t-imul4it-it^^ may -al30_see-advantages-in-_nursing. 

Members of minority and^^^i^ in the past , may,^ regard 

nursing as an occupation^tha^t:^:o 

educational advandOTent^ men to nursing could 

help great ly to enlarge the future. supply. 

Present capabilities rf or :p 
various kinds of nont r Sd it i^ are un^ 

_peopleL::withLbacc^^ . . 

nur 8 ing eric ounter s pec ial hard ship s ;4.n at temp ts to switch c areers, into 

nursing. Beside a t^^^^ 

. sometimes must repeat non-nursing academic courses"ln order to obtain a 
.; requisite baccalureate degree" in: hursing. Some nurse education . 
progrms haW been jrpecia^^^ 

needs of such advarfced; stiiclentsv ; as at ■ the. School of Nur sing at Yale 
University i Pdc e Un iyer s i ty , Ca se^ W eni Re serve JJni ver s i ty and the 
Heal th Sc iences School s of the • >Us siachuse tt s General ^Hbsp it al . 

Although AD programs, based in coiinxmity- colleges, Have for some 
years been attracting older students, diploma and baccalaureate . 
programs have notify ettbncentrated their on recruit ing this 

group . In 1980 more ; than a third; of newliy 1 icensed iU^ -graduates -were 
^30 years old or oyer^ compared with^^ 

baccalaureate ot diploma graduates.^ Licensed ^practical nurse 
programs also at^fract: older women. In 1980 almost 40 percent of the 
newly ' 1 icenseS' pr ac t ical' nurse s (LPNs ) were 30. years old or older ; 
only about 6 percent were under 20 y^ars of age suggests that 
very few undertook their practical nursing ed of or 

immediately foiibwingi their high^ 

Only about 6 percent of newly ;gr^ nur^e s are ^raen they ar^ 

distributed fairly^ e^Wiily^i^ 

educ at ion . 7 : ,s pec iaily ; desigheid e f f or t s t o at^trac t :them have been 
few. Practical nur^/prbgr^ proportion of 



men. 



In l?8iliVbiacks made up 6 p^ 2 percent, and 

Merican Indian^ 'and :0rientklsT^ 
graduated nur ses . A s light lyKhighenr ipropor^^^ 
from AD programs- tharili from baccalaureate 

had the lowest -percent/ ' 
minimal. In recent years ^r p^ ; 
a Ijarger propbrtion of biaCks',y;abQut^^^ 

The coimnittee f bund many 
of students, but; data oh failure of any of these; ra^^ 

are noC yet being systbmatically^cbllected,^'^^^ 

Available fbr those ihterested 'in inve implementing new 
techniques to bring nont rid into the raainstreara of 
■education.. -.^'1 ii:.. — • — — -:— - — • ' - ' ■ ' 



Conclusion 



' Actions taken by nursing educators, professional associations, the. 
hospital industry, and other employers can affect both the number and ^ 
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the types of applicants to their programs. Because applications and , 
admissions-to-basic-^nurse ^education -programs of recent high school 
graduates, have dec line^d and are likely, to continue downward, 
administrators and faculty must; at trtic.t recruits from other groups in 
order to maintain their volume jof enrollments and graduations . A 
ntimber of groups have b 

respond "to efforts made t:p; facilitate their entry into nursing. They 
include; indiviHua lis maki women first enter injg ; 

the labor mdrket , and minor itie s. . ^. ";' 

' At trac ting these peopl^ to nursing ; educat ion programs and providing 
support to retain thm in ^prpgrm spec:ial counseling and 

curriculvmi ad jus tment s i : eiit ail^^^^c^^^ costs . - Nevertheless , many - 

educational institutions may firid:^ t^ long-runvi^onpmic 
viability will depend; on ra^ . 
level to generate sufficient i^^^^ planning for v 

individual educat ioM ^ 
their progrms would; benef it type; of |ihvestme^nt . Fail^ to/ 

adapt to demographic realities^ a^ of societal 

changes; will lead to higher unit costs of nursing education resulting 
from unfilled places, in education programs. 



RECOMMENDATIONS 

To assure a suffic ient /continuing supply of uew applicants, nurse 
educators and national nursing organizationa should adopt^ ^ 
recruitment strategies that attract not only recent -high school 
graduates but also 4idnttadit^ 

those .seeking late entry into ^^^^^ or seekiixg to change 

careeris, and minorities;. \ ^ 



Opportunities for SduCGtionai Advancement ' ^ 

Many RNs ;and LPNs seek further education to imprp^^ 
anSi skills artd to enhance th^ Although 
additional nurlaing educat ioYi of 
overall numbers in the nursi'og^^^^^*^^^^^^ 

toward Bachelpr of Science'JJin is 
e s p ou s e d by many 1 e ad ci r s i n th e p r of e s si on . I f d ip 1 oraa and AD 
graduat e s advance to the BSN degr ee . ley e I , they , t ogether wi th 
graduates from the generic 4-year BSN pr^^ 

ristigre d uut se s-(ro ^ ^ 
can- subsequent ly^dx^avi/.-^;/-- . /^■'■^-■.■":' ■ V',.' -v^'-V-.,'.. 

By the t ime nurse a become 1 icensed, subs t ant ial inye stment s in 
the ir bas ic educikt ion have al ready been made . If appropriate academic 
credits are tran«ferred andjcl^ recognized^ the costs 

♦to the student of obtaining^ ;/To 
. the extent that hospitals and other employei:s contribute tuitibn^f or" 
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RN and LPN employees as fringe benefits, and to the extent that ^' 
,8tudents-T)ay-Tnany--other~ci3str8-of-their~educa^^^ state 
and iDcal goverranent s may. be c or respondingiy; reduced, leaving nursing- 
" programs in public; cblieges^and, universities more resources to expand 
their maseerVs and doctbral^^ogr^ and to support nursing research. 
Tlws, enc our ^inigVe ducat 1^ 
capitalize on acaaeraic < Md:<^^^ 

appears to be a c 6s tV effective, way bi upgrading the skills arid 
knowledge o f a portion of the existinfe^^^^^^ On the o ther 

hand, the c d s t s to v pr bgr ams of nurse education associated with 
accepting transfer : or advanced somewhat 
higher, not only because of increased administrative paperwork,^ but 
. alsp for the deyelbpraent :bf^ 

Although there are clear adyahtages to facilitating the upward 
movement through the profession for vatious levels of nursing 
personnel, numerous barriers: to such progress- exist, and lowering, 
those barriers is not always easy. Educational advancement creates 
problems for students, for nurse educators ,; and for accreditation 

/' bodies . ■ "\ ■■: ■ ■ ' • ' .• .. 

Barriers to advancement of ten stem from the admission and transfer 
, poiicies of inii vidua 1 academic institutions. Candidates ^ also, can be / : 
handicapped by lack ' of explic it goals of educat ibnal at tainment in the 
various required areas of nursing knowledge and by the lack of standard 
performance to measure various types and levels'of clinical and 
judgmental skills acquired 'in practice (Chap VIII). perhaps as a 
result, problems have been identified with accreditation criteria and 
. processes that can resale in repetitious courses, and clinical 
instruction that many registered nurse students find was^ 
time and money* For highly experienced nurses, duplicative teaching : 
in the clinical area, can be frustrating, : e spec ia^^^ the faculty who 
teach them have not kept- abreast wif;h changing prac^ Because of 

these barriers, some RNs elect to obtain higher degrees in anoth^^ 

field; ' ■ ■ • ; . ' ' - ■ V. 

In 1981 ; referring to admission criteria for master s programs in 
nursingi the ex:ecutive director; of, the. American Association 
of Nufsing statW that it; is^; logical; to require^thar 
' a bachelor's in nursing or an equivalent that has been validated. She 
//-observed:' ^ . ■ 'y.-'' ■■ ...-..-.^ .,' 

• 'A major contras't between the early practice and recent 
' - years is that the forrae^^^^^^^ to "assist able 

. applicants to get :in,:; while c4irr^^ ' 
to be looked upon as a barrier * ' j"^ 

we want to increase our numbers and not ^^^^ 



; .*Ghallenge examinations are .designed tp allow students who have taken 
•a given course at one institution without academic credit Ttq obtain ^ 
' credit for it - at^ano ther i^f mastery of the ' 

\;*subject matter V^^v Candida 

readihglistsbf, the course to study before the examination. 
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a 

lot df worthy applicants > we should stop treating the 
-RN-^who-has~a-bachelor~^s— in-another~f-i^ld^l-ike-a— lep 



No matter that the registered x^urse applicant may l^e 
graduated' with honors in another major and had ach 
well on admission tests. Too of ten, the question; ^ W 
can I do to make it up" is answered by the suggestion 
to enroll lEor at least; the senior y^ar in an. accredited 
generic nursitig' program. Viry few aduits^^^ to 
; do_that.lO..„_ ■.. .......i^..: .1 . . 

^ Nursing educators fj^ce problems *in trying to develop wor^^ 
systems for accepting i^graduates of ^,o " 
programs into their pjm program broad 
guidelines , nurse education^ few standard components of a kind that 
can^ facili tat is direct^ tran 
hwe the belief it:^^^^ 

currently of fered ; in :the thre^ programs.; Nursing stud ieia in 

several states arid' t 

lack of clearly different iated^^;a and performance 

expectations at the cone .jmd ; 

■ baccalaureate nurse ediicat^ schools^ in 'designing projgrams : 

for prof (Bssicihal advancement^ a^ ^ 
studerrits as they try; to select ;prbgrariis ap 

.goals*' .• -'^^ ^ 'y'-' ' 

The importance and coraplexityvbf addressing problOTS of educational 
'advancement of Rlfs from diploma and AD^p^ 

progrimis have been widely r 

and by state and national h 

Nurses' Association 'and .ther^^^N^ 

the principle of educatioMl^ad 

Hosp ital As so Aat ion ; (AH 

states that "a baccilaurea 

each student: practicijnig 'hu^ 

prpgrmj:> arid prbyisipn . 
experience toward: the^f^ 
level; a recent AHA siit^ 
of fe^r to contributef^^^^^t^ 
. : • : State stiidi^is of nur^ 
the . ijnpbirtarice :oi desighiri^ 

progression of yqual if of' nurse 

. ediic at ion in a manner tlik t miriiraize s; 'diip 1 ic at ion of program and s t uden t 
efforts and costs. To this Viendv s 

actions to imiproye coordination amopg nursing education programs, as 
will be discussed shortly. » ' 



Efforts by Individual Nurses , 

Notwithstanding barriers to educational advancement, it^^ is clear 
that nurses at many 1^^ to improve their 

professional status, reflecting in part pressures from employers who. 



, U4 ^ ' 



122 



Baccalaureate or Higher Degree 
364,000 (total) 



Diploma for Initial 
Preparation 
101,000 (28%) 




Baccalaureate for Initial 
Preparation • 
239,000(65%) 



Associate Degree for 
Initial Preparation 
24,000(7%) 

FIGURE. 12 Contribution^' of educational mobility to the 1980 pool of 
, eSed RN8 with baccalau«^^ deg""' 



highest' proportion of 8uc^ 8tudent8--^o«^^^^^^^^^ . — 
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Master's or Doctoral Degree 
68,000 (total) 




FIGURE. 13 Contribut: ion of education ^ to the 1980 pool of 

employed RNs with master's ariS'd degrees. 

Efforts by Nurse Educators 

Nursing education is making serious efforts to reduce barriers to 
educational advancement.. Many institutions^ have adjusted their 
schedules and requirements to encourage efficient .progression through 

, the various levels of nursing education. In 1981, 388 programs offered 
the baccalaureate in nursing; .351 of : those programs enrolled RNs who 
had ob t ained the i r init ia 1 p repar at ion in d ip loma and a s soc iat e degree 

,programi3.17 In addition, 123 other ba^^ programs, were 

designed specif ically for such RN 

enrollments were in NLN accredited . > 

Institutions that want to- encou among 
RNs should facilitate ; the iitraiisie^ of fer challenge 

exams to minimize clupiicativW^^ credit in 

recognition of the ;students* cHnicaI^!^ a 
program .developed to facilitate educati^ 

County, Calif ornia. He're,;vocatioi^ ^ 
4-year college, and a university deyeloped an articulated p 
wherein successful students can progress from a certif iled nurse aide 
program to; a master ' 8 degree in. a clinical, specialty without loss of 
academic credit a:nd without repeating The program has 

operated successfully for , more thanlfitj^ai^f— — — — ....\:--.:l--^~r- ' 

Anpther^p^^^ the New York Exteriial 

Degree program in Nurising, developed for use nationwide by , the .Univer- 
sity of the .State of New. York' under a\ series K. Kellogg' Founda- 
tion grants. Registered nurses, ^^p^^ and non-nurses meet 
the /program's formal requirements by building on academic 
achievements and clinical experience. They' can acquire any necessary 
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additional academic cree?:ts and/or clinical instruction in academic 
institutions and in-patient care" settings of their choice, in their 
own communities. Whert they have completed the requirements, students 
take .standardized external degree program examinations.. These include 
rigorous performance evaluation of their clinical skills in test site 
hospitals located in New York and California. (Sites in, other states 
are planned. ) Forty^f ive; states accredit the p^r^^^ to allow its 
graduates to take their state -lice^isure examination. As of June 1982, 
2,734 students were enrolledlin the program leading to the BSN and 
3,016 were.: enrolled in the program fading an associate in science . 
or an associate in applied /science . ' By June 1982, 352 graduates had 
earned the BSN and 1 ,419 had earned the associate degree. The accep- 
tance of the external degree by graduate schools has yet to be tested. 



Efforts by States ' 

Many states^have educational advancement as a high priority, 
viewing it as a relatively low-cost way of upgrading the nurse supply 
that serves the heeds of st/identSi educators, and nurse employers^ For 
e?i./;au'^^: legislation in Arkansas mandates advanced placement options . 
to,. LPNs in state supported schools. The goal with respect to 

LPNs is to produce more RNs within a shorter time period. By 1980- 
1981, mechanisms had been developed for RNs, LPNs, and licensed 
"psychiatric technician" nurses to take \ch^ 

transfer credits toward a'degree. In California, curriculum articula- 
tiori (systematic organization of courses among schools to facilitate 
student transfers) has received considerable legislative attention: 
(1) the RN Practice Act (since 1976) requires that an R^ program must 
be prepared to graduate a licensed vocational nurse. (LVN) from its RN 
program with no more than 30 additional credits; (.2) Calif ornia' s 
Business and Professions TCode requires all LVN programs to grant 
credit for prior ktioviedgei failure^^^t cause the Board of 

^-Vocatidnil Nurse Examiners- to^^^^ 
.There are many other examples 
boards of nurse licensure ^ Mticulat ion siibcanmit tees, 

such as that appointed by ;;the^^ Board of Nursing In 1977, 

• which recommended th^t "fpiT^ 

. statewide basis/ among all nursing :ed^^ 
boards of hiir sing in 34 states had ;app^^ 

in wiiich LPNs xan become eligible to tike the standard examination for ; .. 

RN" licensure^ ./■v/-'-',:. :;-.;^'':" 

Analyses and recommendations in many state nursing studiies focus 
;onleduaatiQiiaig^ Cornmi Hgrntr^on: 

Higher^Education'si^repdrt-in^:l^^ 

Asseitfbly provide support and incentives to facilitate; movement from 
LPN' through MSN, using demons trati 

programs Xsuch as ^ the external degree) , and tuition credit based, on 
years of work. Candidates can rec eive credit for courses of fered 
through a telecommunications network that^ reaches students at th^ir 
/ place of work-in; hospitals ^^^^^ 

. priorities included expanded^ b completion programs for RNs 

and master's progr£uns located tV^oughou^ ,r 
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Conclusion ^ ^ . 

■ '" Although pursuit of higher education by large numbers of nurses 
already licensed will not necessarily augment the overall numbers in 
practice, over time it can change the characteristics of the supply 
and enhance individual opportunities for career ad^^cement as well as 
provide candidates for employment in categories tl^^emplbyers may 
find in short supply. Substantia^l numbers of LPNs'ccmd advance to 
become RNs\ Advancing diploma and as soc iate. degree Rliis to the * . 
baccalaureate level not' only produces a more educated group; it. also 
enlarges the pool from which graduate nursing education can draw. 
Educational progression from less than a bacca:iaureate degree has been 
charactieristic of. the careers of many nurses who now hold graduate , 
degree's. ; ' 

In 1980, about 50 i 000 RNs were enrolled in some form of education 
program intended to advance their adademic credentials. Many more were 
pursuing shorter-term training to obtain ^special skills, leading to cer- 
tificate S; or to keep existing knowledge and skills current in continu- 
ing education workshops and seminars. Although ^mapy educational pro- 
grams'Mve responded to the need of nurses for educational advancement 
by facilitating credit transfers , many others do not yet\actively 
encourage this objective. Upward advancement for "both LPNs and RNs 
has been\indered by failure of some institutions to plan their pro- 
grams on the premise that successive stages of nursing education should 
be articulated so that the course credits students. have already ; 
obtained and the experience they have acquired can contribute maximally 
toward admission and progression to the next stage. 

' Motivation is. increasing for RNs and LPNs to pursue further educa- 
tion. Pressures on the individual come, in part, from the growing ^ 
complexity and^ variety of nursing responsibilities, and in part from 
anticipation that future promotional^opportunities or career mobility 
may rest on qua^lif ications that differentiate nurses by academic 
credentials. A^taitment of future supply goals may depend in large 
part on a continual upgrading of the quality, of a:^oo^^ of nurses that 
is primarily nourished by streams of new entrant S/Whose initial career 
object ive may be tV ensure . liursinig employment at/rainiriiun^ personal cost . 

Educational institutions inevitably will incur some added costs' for 
steps taken to ease\students 'transitions from one program 
to another. They will have to imp ieraent syst for evaluating ^ 
students ' credentials^, design curricula sufficiently, flexible to -absorb 
students from other schools andvprograras/ and offer such students 
spleciai couijseling--all of which create'^^additional administrative 
burdens. On the other handU where exp'erienced nurses successfully 

d Ifa ll^rig e . % i,c a 1 re qu i^eme n t s , edu^ayt: i ona l_in^^^ 

"Jrom proportionately fewiV enrollraierits in the\more expensive clinical ' 
components of their nurse educational programs. 

Employers of nurses .make substantial contributions to education in 
the form of tuition reimbursement as a fringe benefit. Because of this 
financial investment, it is^in the interest pf hospitals to participate 
V actively in cooperative efforts with educational institutions to 
facilitate educational mobility. - 
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REODMMENDATION 6 

Licensed, nurses at all levels who wish to upgrade their education 
so as to enhance career opportunities should not encounter 
unwarranted barriers to admission. State education agencies, 
nursing education programs, and employers of nurses should assufae 
fi shared responsibility for developing policies and programs to 
"minimize loss of time and money by students moving from one 
nursing education program level to another* 



Coll^bdration fietween Education and Service 

Estimating the future need for RNs with various educational back- 
grounds, as required by the congressional charge, is complicated by 
differing perceptions of educators and employers about the appropriate 
base of knowledge and skills-new graduates need. These differences ^ 
began to be apparent when nursing education moved away from its histor- 
ical base in hospitals in response to abuses and inadequacies that were 
believed to characterize the apprentice type of training they provided. 
They continue to plague the profession. Many nursing service adminis- 
trators believe that academic nurse educators, removed from tjie reaj-i- 
ties of the employment setting, are preparing students to function in 
ideal enviroments that rarely exist in the real and extremely diverse 
worlds of work. In turn, many nurse educators believe that nursing^ 
service administrators fail to provide work environments conducive to 
the kinds of nursing practice their gradu^tes--T>articularly baccalaur- 
eate RNs— are equipped to conduct and that-, furthermore, new graduates 
of baccalaureate, AD, and diploma programs shoijld be differentiated in 
their functional work assignments . . The report of a;task force of the 
American Association of Colleges of Nursing* observes that . 
conflicting philosophies, values, and priorities between nurse educa- 
tors and nursing services administrators have generally served to deter 
a mutual understanding and acceptance of responsibility for quality % 

patient ■pare..!'*^?; ',: . ' ^/.'.^ -.'^ '\ 

V Concernsfabbut communication and collaboration between nursing 
education and nursing service were^^b to the committee's atten- 

tion not only from the^Titcirature but^'^^ studies,* 
frpm testimony, from reports of mah^ 

administrators, and hospital admxnistrators^inte^^ durj|ing the 

course of site visits, iind from persona ^ 

One complaint frequently voiced by hospital nursing setyice admin- 
istrators, is that ifewly licensed nurses often lack basic clinical 
t skills. * This requires extra expenses for orientatiofl and staff devel- 



*The Amer ic an As soc iat ion of Colleges of Nursing is a membership 
organization of 230 deans and directors of schools of nursing. that 
offer approved baccalaareate and-fgraduate programs in nursing. 
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opraent that ultimately must be met through the patient care payment 
systems. > Further, some public hospitals report that newly graduated 
nurses seek initial employment with then for a year's intensive 
training but that after staff development programs and senior nurse 
supervi son /have turned these novices ini:o fully functioning staff 
nurses, they move on to better paying jobs in voluntary hospitals. 20 
This means that a large share of the scjirce tax dollars these 
institutions invest in the orientation i^rocess are lost to them. 

Nurse educators note that the phenoiienon is not unique to nursing. 
All new professionals, including ,lawy«i , engineers, physicians, and 
architects, need extensive periods or o' ;ientation, regardless of the 
length of their educational preparation . Employers routinely accept 
that substantial investment in on-the-j< b training is part of the cost 
of doing business.* | ^ * 

Nursing leaders on both sides of this issue have become sensitized 
to these concerns. and appear to be looking for positive ways to arrive 
at mutually derived expectations of how best to relate nursing educa- 
tion to nursing practice and to agree on cost effective education and 
practice actions to realize such expectations. Many approaches are 
being tried. These are reviewed in the background paper by Aydelotte, 
"Approaches to Conjoining Nursing Education and Practice," prepared on 
the basis of comments from the study's advisory committee on nursing 
education and nursing practice and other nursing leaders . 

Some examples of approaches designed to enhance collaboration 
between nurse educators and nurses in practice settings are described 
below. Goals include -the provision of organizational structures that 
foster common perspectives; engagement in additional clinical experi- 
ences for nursing students; maintenance of the clinical, skills of aca-. 
demic nursing faculty; and facilitation of a smooth transition from 
student to practicing nurse. 

Unification of Nursing Education and Nursing Service Schools of 
nursing and service settings at a number of medical centers (including 
the. University of Florida, Rusb'~Presbyterian-St. Luke's Medical Center 
in Chicago, the University of Rochester Medical Center in New York, 
and the University Hospitals of . Cleveland and Case .Western Reserve 
University in Ohio) have been pioneers in unifying nursing practice 
and nursing education. 21 Nursing education and service programs 
that follow these leads use joint nurse faculty/nursing service 



'^The contention of nurse educators that on-the-job experience, with 
or without formal instruction, is needed by graduates of any -type of 
professional school is incontestable. However, nursing service 
administrators point out that many professional schools plan and 
provide such experience for their students. In medical schools, such 
experience is incorporated into the formal education process through 
clinical clerkships. Students of optometry and dent istry^usually -gain 
clinical experience by working in school-operated clinics in community 
settings. Law students are often encouraged to work in law firms 
during their sumiper vacations. Many nursing students, too, work as 
aides in hospitals during their vacations' and during the school year. 
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appointments ^nd other raechanisnis designed to provide 'teaching and 
research envirownents where nursing theory ^nd clinical practice' can 
enrich^each oth^ for the mutual benefit of students, faculty, and 
patients. In such settings, the objective is to encourage common 
•professional interests and thereby promote close communication and ^ 
ahare^i values. However, successful implementation of the unification, 
model may be difficult in some settings and unrealistic in others. A 
major question is the prime loyalty of the nursing dMn/nursing 
services directfor: to whom is this person i)rimarily accountable, and 
for what? There also are questions of who decides tenure, promotion, 
and salaries— and from whose budget they are paid. Staff may become 
overstre^sed if loads and sequence of teaching and service activities 
are not carefully planned and monitored.* 

Joint' Planning of Nurse Orientation Curricula Various demonstra- 
tions sponsored by the Southern Regional Education Board^s Nursing 
Curriculum Project have brought nurae educ4tion and nursing service^ 
princip'Sls together to improve the new nurses' orientation to practice'.. 
One example is at St. Petersburg, Florida. There, faculty from the 
Clearwater campus of the St. Petersburg Junior College Nursing Program 
« and representatives from eigltt community health careagenc ies (hospitals 
and others) worked jointly to develop elements of an orientation plan 
for newly graduated nurses. The plan has a core component that this^ 
^ *^roup deemed necessary for all employers. To this, each individual in- 
C3titution can add its module— setting forth its own institution s poli- 
■ cies and detailed procedures. Participants in the development , process 
appear to have gained important new insights into each 6^ers goals 
and missions.^^ 

'^" Cl inic airExp^^^^ for Nursing Pyac t ice Even where c^^ 

between nursing services and nursing education is not formalized in an 
organizational structure, hospitals 'and nurse' education programs alike 
at)pear^to recognize the necessity for well-planned clinical experience, 

- nurse ^xternships and ijiternships, and other means of smoothing the 
transition of new RNs from education to practice. 

> Nursing service administrators believe that new graduates adjust to 
professional responsibilities more easily if . as students- they have 
acquired experience with groups of patients, rather than only with 
* individuals. They also hold that student experience on night and 

evening shjLfts and on weekends is an important part of preparation for 
the realities^ of .nursing practice.^ Some nursing service administrators 
report that nursing students who finance their education in part by 
working as aides 'in patient car^ settings often make the most success- 
ful transition to nursing after they graduate. However, in individual 

- situations., there often is no clear* agreement, between nurse educators 
and service administrators on the division of responsibility for. the 



★For detailed discussiony see M.' Aydelotte. Approaches to conjoining 
nursing education and practice . * Background • paper of the Institute of 
Medicine. Study of Nursing and Nursing Education. Available from 
Publication-on-Demanil Program, National Academy Press, Washington, , 
D.C-. , 1983. ' • X ^ 
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student's clinical supervision and guidance, or for the synchronizing 
of clinical experience with instruction in nursing theoryl-and science. 

Although nurse educators and nurse employers appear increasingly 
to agree that graduate^3 should be able to function effectively in 
today's clinical settings and should be employed in ways that make 
effective use of their abilities, attempts to achieve this goal meet a 
number of difficulties. For example, academic nurse education programs 
often find it difficult to provide students with a proper balance of 
classroom and clinical instructional experiences. 

Wilson observes that nurse educators in academic programs of ten 
face difficulties gaining access to ' appropriate facilities for their 
clinical teaching. Because their programs are not formally a part of 
an agency providing patient care, these educators must develop affilia- 
tions and obtain agreements with hospitals, visiting nurse services, 
and other provider organizations to allow arrangements to be made for 
their students to receive clinical experience with patients. Such 
hospitals and other health care agencies often have affiliations with 
several different nursing education programs, most of which want to 
schedule their students' clinical experience on weekdays, between 7:00 
a.m. and 3:30 p.m. Thus, students may .r^aceive extremely light patie^ 
assignments — a situation they will not experience pnce they graduate. 
Further, on the day of scheduled clinical experience, the clinical 
setting may be unable to provide the specific types of patients that * 
meet the needs of the students' educational prograra.23 

Wilson makes several other observartions ; Nursing homes are not 
routinely used as teaching sites because educators believe that/the 
quality of nursing care provided there does not usually meet the kinds 
of nursing" standards to which their students should be exposed, or that 
the experience they receive in such homes is not sufficient to meet 
course Also, becWse acad^e^^ usually reward their 

faculty for scholarship (published research) more than for their clini- 
cal skills in nursing practice, which are difficult to measure, there 
are few incentives for nurse faculty to maintain active clinical prac- 
tice. However, some hospitals are now beginning to impose conditions 
in their affiliation contracts to include demonstration of the. clinical 
competencies of ,the faculty who will be supervising students. . This 
may encourage faculty members to keep their practice skills up to date. 

For their part, employers observe that all newly graduated RNs re- 
quire the same initial orientation regardless of the type of basic edu- 
cation programs they attended and must be able to demonstrate a common 
level of basic skills before assuming full responsibilities for patient 
care. Therefore, it is argued, there is no basis for differentiating 
their initial staff assignments. Although nursing service administra-- 
tors may take the type of initial educational preparation intq account 
in recommending subsequent promotions, they report that criteria of 
individual demonstrated performance weigh more heavily. 2A These 
situations illustrate'lrdSie of the differences in priorities between 
educators and nurse emplc^^rs. 



Conclusion " , , 

Inadequate collaborat ion between, nurse educators^ and employers has 
resulted in dissatisfaction among ba^h groups. EmpToyers feel t^^at 
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many newly licensed nurses are unprepared to assume the responsiljilL- 
ties of ^clinical nursingj and some nurse educators believe that employ- 
ers are'Vtiprepared to,make- optimum use of the knowledge and skills/that 
their graduates—especially those with baccalaureate preparation— bring 
to the job. However, there is increasing concern in nursing to 
identify ways of reducing this discord. Collaborative arrangements : of 
various kinds have successfully brgug'ht together educators and employ- 
ers of nurses for their mutual benefit and for improved patient care. 

The development of ^practical arrangements for improving communica- • 
t ion and collaboration between nursing educators and nursing service 
administrators requires the solution of a great many logistical^^ organ- 
izational, a\id financial problems among a^ large variety of institutions 
that do not todky have close affiliations. These task^ are sufficient-, 
ly difficult and time consuming as to require special funding ancl staff 
to provide an incentive to test untried relationships and to develop 
new patterns of accountability. Further experimentation and demonstra- 
tion are needed to guide institutions of all typ6s in moving toward 
mutually designed goals. 

The Nurse Training Act Special Project Grants — authorized at the 
$15 million level between 1977 and 1980~forraerly included among its 
many purposes the funding of cooperative arrangements among hospitals 
and academic institutions . This authority was repealed in*^ the . Budget 
Reconciliation Act of 1981. Financial assistance should be.^offered to 
demonstrate innovative ways of implementing collaborative arrangements, 
including those that emphasize faculty clinical and research appoint- 
ments. Although the financial burden of developing new cpllaboratiye 
arrangements should fall primarily on those to. whom benefits will ^ • 
accrue, the availability of small federal grants to ;support additional 
administrative personnel to devote tHeiir efforts to developing and 
implementing necessary new. program linkages would hasten the advent of 
effective collaboration.: Reinstituting even a sm^ll amount of federal 
support would help draw attention to the magnitude of the problem and 
proviae impetus for wider experimentation. It is^crucial to demon- 
strate under widely'varying conditions how reeoficiliation of differ-^ 
ehces between the goals and expectations of leaders in nursing practice 
and in education can improve both the education of students and the 
bare of patients. . , . 



REODMMENDATION 7 \ , 

Closer collaboration between nurse educators and nurses who provide 
' patient services is essential tp give- studisnts an appropriate^ 
balance of academic ..and clinical practice perspectives and skills 
during their educational preparation.^ The federal government 
should. offer grants to nursing education programs that, in 
association with the nursing services of hospitals and other - 
health care providers, undertake to develop and implement 
collaborative educational, clinical, and/ or research programs. 
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CHAPTER V 



ducation for Advanced 
Positions in Nursing 



— — The Jfrevious chapter described measures for strengthening the 
nursing supply-^byT-enlarging the pool from which registered nur&e . 
education programs draw Ttl^ents,-~.reducjj^^ the barriers to educational 
advancement, and improving^ the colliboratioYi-between^nursing education 
and nursing services. There . is, however, another important^dimensiaiL 
to the problem of assuring adequate liursijig services in the nation's 
health care systeratV ' 

Integral to the effectiveness of the nursing' supply are such 
matters as Jthejquality, of the education, the man^^ of nursing 

personnel and nursitig^'seryices, the 6tudy of nursing practice for ways 
to improve it, and tlie ability of nursing's, advanced practitioners to 
generate new kriowledjge and to translate it both into improved patient , 
care and into the education of 'other nurises. These leadership 
functions are closely assoc iated with the advanced education of nurses 

" In this chapter, we* exmine the s and demand for nurseff with 

advanced e^ducat ion in three areas : rfurs ing admiiii strat ion , educat ion - 
(including both research and teaching) and clinical specialty 



practice. s 



Advanced Education for Nursinjg; Administration 



The coraraittee found a wid.e spread conviction among administrators 
of hospitals and long-term care facilities that their nurse 
administrat^or colleagues could make the delivery^of care more cost 
effective if they had better grounding in financial management and in 
the huraan/re source management required at all the levels of adminis.tra:- 
tion in which they currently sferye, i.e. , from head nurse positions 
through nursing service administrators.* Reciprocally, testimony 
indicated that nurse administr;ators should be able to contribute to 
executive management decisions beyond nursing services. ' Because they 
are familiar with almost all aspects of the daily operations of their 

■■'■'/ ". ' "• ' ■ ■ ■ 

^ ' ^ // ■ • . • ■ * ... ■ ■ ■ « ' 



*In a number of medical centers, nursing service-directors are now at 
theyyvice-^presidency level. , * 

i'.' .. ' '■ . ■•■ 133--- • ' ■■■ 
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institutions through the interactions betwl^en their own and other 
departments, they are in a unique position t^o participate ill 
institat ion-wide decisions on ways to contain, costs, while maintaining, 
good, standards of patient care. ' i \ . .. ^ 

Hospitals and other providers of health services need departmental 
managers adept in the complex techniques of modern administration. ■ 
Today, administrators must deal with intricate problems in employment 
policies, job design,, resource allocation, intra-institutional negoti-. 
ation,«and financial management. Many of the skills needed to handle 
these problems can be acquired or. enhanced through academic prepara- 
tion. Nursing service administrators should be equipped with the same . 
fundamental knowledge of management practices as their colleagues in 
other departments. Every departmental administrator will be. competing 
strongly for a share of revenue generated as cost cutting proceeds , 
further. - Special, seminars and workshops sponsored by professional 
organizations and short training courses have often had to suffice as 
a means of upgrading middle managers and top administrators in nursing 
services. Although these programs help, they are not sufficient to 
prepare individuals for the responsibilities of high-level administra- 
tive positions. /„, \ . j • 

Among the more than 61,000 registered nurses (RNs) who reported in 
the National Sample Survey of Registered Nurses, November .1980, that , 
7hey~occupied_a_position in "top nursing administration, only IB 
percent held a miitet's-degr(2C_and 1.4. percent held a doctorate.! 
However, it should be noted that~rthis~category_did not distinguish 
between persons who worked as administrators in large-compiexjiealth 
care settings with responsibilities for hundreds of staff and^ T^^-- 
multimillion dollar budgets and those who worked in small hospitals, 
nursing homes ^ student health services, or physicians of f ices and 
were .responaible for only a handful of staff and a small budget. It 
ia known-that-nursing-service-adrainistrators-with diploma-preparation 

are concentrated in hospitals with fewer than 100 beds; nursing 
service administrators with asaociate degree (AD) preparation are 
concentrated in hospitals with .fewer thari 200. beds. Nursing service 
administrators with baccalaureate preparation are largely found in 
hospitals of up to 300 beds; and, as could be expected, those with 
master's degrees and doctorates are in the larger hospit^als.-^ ^ 

Finally, it should be noted that the administrator category also 
included 5,000 deans and directors of nursing education, the majority 
of whom probably held a master's or doctoral degree. If this group 
was removed from the computation of the proportion of individuals in 
"top nursing Administration" with advanced degrees, the proportion of 
all "top nursing administrators" holding master's or doctoral degrees 

might be appreciably less. ' , . . . . 

Although the comiiittee would not argiie that the majority of ^nurses 
who work-in supervisory or administrative positions need the skills and 
knowledge acquired in' fbrraar graduate degree, programs, there? is. general 
agreement that a scarcity exists of nurses with advanced education. _ 
The scarcity is felt most in" larger hospitals. As health care settings 
become increasing^iy; complex, more^^^^ administrators of : 

nursing. services will be needed. _ 
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Because advanced clinical preparation has been the prime focus of 
attention within the last 20 years, graduate programs in schools of 
nursing have not been able to make a substantial direct contribution to 
the' pool of top nursing service administrators and nurses^in middle 
: managi^ment positions. Students do not appear to be attracted. Between 
,1971 and 1980 only about 7 percent of all graduates of master's 
programs in nursing had a concentration in administration. It seems 
unlikely that graduate programs in administration in schools of nursing 
can produce larger ^numbers and better quality of trainees spon. One 
observer comments: 

While programs in health care administration have 
grown and changed, strengthening their residency in 
line with needs of the field, nursing has come to a 
fixed core, heavy on theory and light on the type 
of experience a residency could provide. Too often 
-a major in administration and nursing has not 

equipped that graduate with the skills or language 
common to health care administration. It is not 
uncommon f of the new graduate to immediately enroll 
for evening courses in business administration.^ 

The W.K. Kellogg Foundation has in recent years funded several 
demonstrations of interdisciplinary preparation for nursing service 
administration in university health care settings to assist nursing 
schoolsto develop joint programs with, schools of health administra- 
tion, management, or business. The most recen,t example is that of the 
University of Pennsylvania School of Nursing and the Wharton Graduate. 

_ School of Business . The study committee noted that there are still 

troo-few^opportunities for g radua te nursing education in mana g ement^ 

--throu^^ believe it is. in the public 

interest that the health care irflWtty-and_mirsi^ education encourage 
and sponsor more such endeiavors. Collaborative arrangeraentj3_with . 

health services administration programs and/or with business schools ~ — _ 

can, over the long run, build up nursing education' s capabilities for 
providing high-quality preparation for this very important aspect of 
tiursing leadership. Advanced education in management is one of the 
few areas with substantial: financial payoff for students, because 
nursing service administrators in large institutions command the 
/highest salaries in nursing. This suggests that the financing of such - 
training be a cooperative endeavor in which greater weight is given 
than in other fields of graduate education to the motivations for 
institutions and individual nurses to share in costs.. 



; Advanced. Education for Teaching and Research 

Many professional schools and university departments have little 
difficulty in attracting faculty members in the numbers and at levels 
of excellence required. This is not the case in schools and 
departments of jiursing,--raany. of which were established in colleges and 
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universities as recently as the late .1960s and 1970s. The relative 
dearth of academic credentials among nursing faculty has been 
aggravated by a great incre^ise in the numbers of nursing education 
programs in institutions of higher education and the consequent rapid 
and large increase in nursing students. From 1968 to 1980 the number 
of. fiill-tirae faculty in nursing education programs increased by 36 
percent and enrollments (basic and graduate) increased by 66 
percent. 4 State boards of nursing are increasingly requiring that 
the deans and faculty of nursing education schools hold graduate 
degrees.. As of June 1982, 19 States riequired master of science 
degrees' in nursing as the minimal, degree for senior faculty in all 
programs', and <-.two state's required directors of schools of nursing to 
hold a doctoral degree. 5 if one agrees that the faculty required to 
teach master's and dbctoral students should hold doctoral degrees and 
that those who teach baccalaureate students should also possess 
advanced degrees, indications of scarcity are suggested by the fact 
that of the approximately 20,000 full-time nursing faculty in 1980, 
only 7 percent held a doctoral degree; 68 percent had a master s 
degree. . / 

The proportion of nursing faculty with doctorates does not. compare 
favorably with other disciplines. According to the Association of , 
Schools of Public Health, well over one-half of the faculty employed 
by 20 schools of public health held at least one doctorate; Compared 
with science faculties, nurses showed up even more unfavorably. A 
National Science Foundation study of young and senior science and 
engineering, faculty found that in schools offering doctoral as well as 
other degrees in departments of psychology j physical sciences, 
biological sciences, mathematical/computer sciences, engineering, and 
social sciencesr more t percent held the doctoral degree. o By 

c orapar i 3on ,_iin_tive_ 2^^ 

students in 1981-1982, an average of only 35 percent of the faculty 

had-doctoral .preparation.? ^ — 

Recent surveys iir^AO states in the midwestern, western, and 
southern regions found that among the 58 graduate programs in nursing 
surveyed, respondents projected a need for 1,080 doctorally prepared 
nurse faculty during the following 5 yeiars. (Data were not obtained 
.on what proportion of such new faculty positions had been "approved by 
theiFrespective_jL arid assured of funding.) The schools 

reported that the ir^ great est^.need^was f 371 nurse faculty with 
doctoral preparation emphasizing^esearch .anl theory development in 
nursing; The second highest need was for 359 doctoral-nurses w^ 
formal preparation in clinical practice.8 To put ^zhis in the 
perspective of the supply, in 1980 there were only about 4,000 
doctorally. prepared nurses. Although about one-half of the nurses, who 
earn doctorates take teaching positions after graduation, many later 
gravitate to other types of activities. Among the respondents to a 
survey of nurses with doctorates, conducted in 1980 by the American 
Nurses' Association '(ANA), 36 percent reported that their primary 
function was; in teaching, 33 percent reported that they were in 
administration Xipostly educatipnal ,a^^ > and approximately 
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6 percent were in research. Most of the remainder were performing 
multiple activities*^ 

Research in nursing- has been handicapped by inadequate levels of 
support. Funding for nursing research fellowships i administered by 
the Division of Nursing in the Health Resources and Services 
Administration (HRSA), under the authority of Section 472 of the 
Public Health Service Act, amounted to about $12 million for the 
period 1971 to 1981; it has been averaging about $1 million per year 
since' 1977* During the same lO^year period, about $40 million was 
awarded in research grants; between 1976 and 1981 the level has been 
about $5 million per year. Over that' same period the federal 
government I through the National Institutes of^Healthi spent almost 
$1.7 billion on general 'biomedical .research training and almost five 
times as much on dental research training as it did on nursing 
research training. 10, 11 

Nurses with doctorates have earned them in many different fields. 
Of the 6 percent of nurses with doctorates who reported in 1980 that 
their primary function was. research, about 65 percent had a Ph.D., and 
slightly more than 40~percent^ had earned these degrees in the social/ 
behavioral sciences^ Research as a primary function' is most common 
among nurses who received their doctorates in public health (about 17 
percent of the total with these degrees) and in the biomedical 
sciences (about 16 percent) .12 

The doctoral degrees in nursing (D.N.S. and D.N.Sc.) are granted 
only by graduate programs located in schools or departments of 
nursing. However, schools of nursing with doctoral programs also 
offer other kinds of .degrees. In 1982, 1 offered the Ed.D. and 16 the 
Ph.D» (Appendix 6 contains descriptions of doctoral program offerings 
in selected departraehtTbt of nursing). Most doctoral 

i[)^rograms_in_nur8ing~departments— are~stiH— re^l^ 

of programs grew from 6 in 1970. to 24 in 1982. This expansion 
brought sufficient problems to suggest that future increases should 
proceed at a more measured pace. The National Research Council noted 
in 1982 that a 40-percent increase in the number of doctorate-granting 
nursing schools between 1977 and 1981 had detracted from efforts to 
develop qpality. programs, and that unevenness in the quality of 
research training programs evidenced in its committee's 1977 survey 
and site visits had been perpetuated rather than alleviated. 14 

In summary, the scarcity of nurse ^faculty with adequate academic 
credentials in the nation's more than 1,000^ academic nursing education 
programs will not readily be alleviated, k long period appears to be 
needed in which universities offering nursing doctorates can build 
their capacity to produce greater numbers of high-quality graduates 
likely to devote their careers to teaching and research. A key 
feature of this strategy is the availabilitiy of targeted research 
support and innovative programs to enhance the capability of nursing 
faculty^to- compete effectively for research grants, including grant 
funds not spec if ically^earmar^ked for nursing. 

In the short run, some nirrsing-educ at ion programs may have to draw 
on, other kinds of academically and clinically^qualif ied faculty from 
their universities or elsewhere to collaborate in teaching and _ 
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conducting research* As a corollary^, nurses who do not find doQtoral 
nursingV programs appropriate to their individual needs— -in gepg:|:aphic 
locatioA as well as in substantive f ocus-- should also be allowed to 
compete for financial support to pursue an advanced degree in other 
relevant \disciplines. In time, as the number of nurses with 
doctorates in nursing reaches a critical mass, increased financial and 
organizational incentives may enable schools of nursing to attract 
large numbers of faculty with these nursing degrees. 

Advanced Education for Nurse Specialists 

A growing^ interest developed in the 19iiOs to provide specialist 
training to RNs that would enable them to respond to demands for 
greater responsibilities than were found- in their traditional roles. 
Acute care hospitals increasingly required nurses with highly 
specialized skills. Community health settings highlighted the role of 
nursing in preventive and primary care. In the 1970s, health 
policymakers, seteking ways to help medically jjnderserved populations, 
encouraged the d^elopmerit of nurail practitioner programs. 

In 1980, aboufi 24,000 such specially' trained nurses provided 
clinical support tb hospital nursing services, of whom about 5,700 
were nurse practitioners.. Approximately 7,000 other nurses with 
clinical specialties were in some type of community health work, of 
whom almost 4,500 were nurse practitioners or nurse^midwives.P 
Such nurses receive .their special training in a variety of ways, 
sometimes in staff d^elopment programs in an individual institution, 
sometimes in joint cboberative p^r^ between hospitals or other. 

health_care- iriiatitutioAs and schools of nursing, -and- sometimes in 
graduate degree progranis of schools of nursing with arrangements for. 
clinical experience- atjone or more practice institutions or with / 
practitioner preceptors. ^ ^ / 

^ Sinc^ 1976, under Nurse Training Act (NTA) appropriations, grants 
and contracts have been awarded to schools of nursing, medicine/ and 
public health,* as well as to hospitals and other public or nonprofit 
organizations to develop and operate programs (certificate and ^ 
graduate degrees) to train nurse prac titioners. The appropriations 
began at $3 million per year and increased to $13 million by 1978. 
However, by 1982 they decreased to $11.5 million. Recently , attention 
has been directed towai;d the new potential of training to meet the 
particular^problems of geriatric and nursing home patients, as well as 
training to provide primary care in homes, ambulatory /facilities, 
long-term care facilities, and other liealth care institutions. 

In developing clinical specialist programs to produce all these 
new kinds of nurses, the nursing profession responded to market 
signals that indicated a demand for new services ^from nurses as well 
as to federal, policy expressed through funding. /The educatiooal and 
experiential- qualifications and job content in/thejnarket, however, 
were not yet well defined. As a result, educational programs of ^ 
varying aims, length, content, and auspides proliferated (see Appendix 
4). Nurses who completed these programs are now employed in a wide 
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range of capacities and hold a variety of position titles, for many of 
which there is no commonly agreed upon definition of role. 

The diffuse state of education and credentialing for nurses 
holding clinical position? beyond the generalist level is illustrated 
by the following data: 

• In 1980, among the estimated 19,000 RNs who held the title of 
clinical nurse specialist , 15 percent. had the AD for their generalist 
preparation, 36 percent had the diploma, and 21 percent had the 
baccalai^reate degree. Most are presumed to have completed some form 
of clinical specialty training program; an unknown proportion hold 
certificates in one or another nursing specialty. The .remaining 27 
percent (more than 5,000 nurses) had graduate preparation at the 
master's or doctoral level, and.many of. them also held certificates. 
In the saAe year, . among the estimated 8,000- nurse clinicians , 14 
percent ha^d the AD as their highest educational preparation, 44 
percent hak the diploma, and 27 percent had the baccalaureate degree. 
The remaining 15 percent had graduate preparation. 16 

• Araobg the approximately 17,000 nurses who reported themselves 
to be eithe^ nurse practitioners or nurse midwjves in November 1980, 
about 10 percent had the AD, and about 40 percent had the diploma as 
their highest: formal educational preparation; 30 percent had 
baccalaureate\ degrees; and 19 percent had master's degree^ 
preparation. Up proximately 13,500 were certified (Appendix 4). 

• Among the approximately 15,000 nurse anesthetists reported in 
the 1980 survey., only a small proportion liad graduate preparation. 
Again,, in 1980,\the majority were diploma prepared, 17 

Nurse practitioner education programs vary considerably in length 
and content, Fo A example, certificate programs generally require 8 
1/2 months of additional nurse ^dMcation and average about 6 months of 
subsequent clinical preceptdrship. Master's programs for nurse 
practitioners requ^lre somewhat over 15 months of education and average 
about 3 1/2 months of such preceptorship.l^ 

NUrses pursuing \graduate education in advanced clinical practice 
usually choose an area of concentration^ About 37 percent of those 
enrolled full time iA master's programs have concentrated in 
medical/ surgic4i nursing, 23 percent in maternal/child health, 19 
percent in psychiatric\ and mental health, and 15 percent in public 
health. 19 Among nurse\practitioners (master' s and certificate 
combined), the most common types of specialists were in family nursing 
(28 percent), pediatricjs (about 20 percent), and adult nursing (16 
percent ).20 

The forces that . originally generated the demand for clinical ^ 
specialists and. nurse pi^actitioners have not abated. The rate of ^ 
growth in technological complexity of care has not declined. As will 
be discussed in Chapter VI, there are many medically underserved 
populations, such as the elderly, for whom the nurse practitioner is 
well suited to help provide primary care. 

' In addition to the direct care they provide to patients, the areas 
in which clinical nurse specialists' with graduate degrees reportedly 
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have made the most impact and have the most promise for the future 
include the following: 

• Translating research into practice: The advanced degree nurse 
prepared to remain current in a specialty can use research findings to 
develop appropriate nursing care Interventions and, acting as a 
teacher and role model, can ensure that the most efficacious regimens 
are followed by the stafft 

• Education/service collaboration: A critical need to bring 
nursing education and service closer togetjher (Chapter IV) puts the 
nurse with advanced clinical practice preparation In a key position as 
bridge between academic and bedside nursing as a person who 
incorporates common sets of valuest 

• Facilitating managerial Improvements: The nurse with advanced 
clinical preparation can help guide management and staff to find more 
efficient methods for delivering services without compromising quality 
and caii ease many of the frustrations and anxieties leading to 
excessive staff tumovert - . 

Nurses who have completed clinical education in certificate 
programs also are needed to provide direct patient care at an advanced 
level. However, the committee believes there is a need for gi^.eater 
numbers of nurses with higher academic degrees in clinical areas 
because, in principle, the master's level nurse is more likely to. 
provide the kinds o| linkages set out above. Sultz has noted a trend 
toward a greater proportion of nurse practitioners with master s 
degrees and suggests that this trend will continue. 21 

Interrelationships Among Types, of Advanced Education 

The functional divLsions of nursing— administratLon, teaching, 
research, and clinical practice— interact and interrelate extensively. 
Nurses with advanced degrees often perform several types of functions 
during the course of a workweek. Also, over the length of a career it 
is not uncommon for nurses and .other similar professionals first to 
engage in one kind of activity and later change to another. Educators 
may engage in research or clinical practice; administrators may teach^/ 
or supervise students at an affiliated campus. The responses of nurses 
with master's or doctoral degrees to the 1980 national sample survey 
confirmed the occurrence of this phenomenon. Close to half of the 
19,800 respondents who were employed in nursing education reported 
that clinical practice had been the primary focuo of their advanced 
degrees. Conversely, roughly one-third of the 16,000 respondents with 
graduate degrees who were employee! by hospitals reported that education 
had been their primary focus. There has been a marked shift of focus 
in advanced degrees from education to clinical practice since 1971, but 
it has not diminished the flow of nurses with advanced degrees going 
into nursing education. Thirty percent of the 25,000 advanced clinical 
practice graduates since 1971 were employed in nursing education in 
1980~nearly as many as were employed by hospitals. 



163 



141 

As the recommondatlons In the prev^ua chapter IndlcatOi the 
committeo nupporta greater collaboration and ehared responalblllty 
Among the various aegmento o£ nursing* Because manpower planning is 
not so precise as .to be able to predict long*-range shifts in health 
system priorities and in consequent 'market demand for specialists i 
flexibility in the advanced educational preparation of nurses clearly 
is desirable* Coupled with effort^ to provide sufficient, economic and 
nbneconomic rewards in the work settingi investments in graduate 
education can have a significant payoff in developing nurses ^who are 
versatile in addressing deficiencies in the organization. and delivery 
of nursing care* 



The Need for More Nurses With Graduate Education' 
Current iSupply 

Although the growth in the number of nurses with some form of 
'graduate training hd*s accelerated in 1980| as noted earlieri only about 
5 percent of all R><s .in 1980 held master's or doctoral degr^<as* Marked 
increases in the graduations from suqh progrond cannot be expacted in 
the short run becausei as with any other graduate educatjloni \t\ takes 
considerable, time to prepi^re a nurse wlth^a master's or doctoral 
degree* Furthermorei as^ we have seenj nursing schools depend on a 
small supply of doctorally prepared nurses to teach in these and other 
nurse education programs and to conduct research^ 

Nurses With Master's Degrees Amon^ the approximately 80,000 
nurses with master's as the highest degree in 1980, about two-thirds 
(55,055) had earned the master/s degree in nurping (M.8.NJ.22 
About four-fifths of the nurses with M.S.N.s were employed in nuifsing, 
as were three-fourths of the nurses with master's degrees in other 
fields. 23 ^ 

The numbers and'*'distribMtion of master's programs in nursing - 
education departments have increased substantially during the past 20 r 
years — from 43 to 141, By 1981 all but four states had at least one 
such program. 24 Many, however, ar^ quite small, and in 1980 
^ one-half of all the graduations occurred in only seven states 

(California, Illinois, Massachusetts, New York, uhio, Pennsylvsiiia, 
and Texas) .25,26 ^ * 

More thaiv one-half of the approximately 15,000 nurses enrolled in 
master's programs in the 1981-1982 academic year were part-time 
students, a distinct change from the -1964-1965 academic year when 
full-time outnumbered' part-time students by three to two. 27 xhe 
current economic recession threatens to increase further the 
proportion of students able ^ to enroll on only a part-time basis. It 
takes part-time students longer than full-time students to complete an 
educational program. The increase* in numbers of part-time students 
would have to be mucfi greater thah the decline in numbers of full-time 
students if a drop in graduates is to be avoided; how much greater 
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cannotbe estimated beoause it is hot known how many part-time 
students* constitute one full-time student or how long it takes for the 
average part-tira^ master's degree - student to complete a program. • 

" Nurses With Doctorates According to the 1980 national sample 
survey, approximately 4,100 nurses had doctoral degrees. Of these, / 
the survey estimated that close to 3,000 (72 percent) were employed in 
nursing. 28 The ANA survey of nurses with doctorates, conducted in 
that same year, howeyer,. reported a much higher rate. Among their 
approximately 2,000 respondents, 91 percent were employed, with almost 
ail of them working full time. 29 ' . . 

Today,' within the population of nurses with doctorates, there is a 
varied mix.of educational preparation — a mix that reflects the 
historical development of nursing as a profession. » The ANA survey 
fourtd that among their respondents, 17 dif ferent , kinds of doctoral 
degrees had' been earned from' 191 different institutions. 30 Before 
1965, the doctorate- in education (Ed. D,) wala the most common degree 
for'nurses with graduate training. Beginning in the mid-1960s, 
education as the major field was challenged by a growing interest in 
the social and biomedical sciences. The' establishment of the Nurse 
Scientist Training Girant. programs in 1962 may have influenced the 
subsequent change in preferred discipline. In any event, .by 1980 the 
Ph.D. had become' the leading degree (54 percent). Another 3 percent 
of nurse doctorates are in public health (Dr.P.H;/Sc.D./D.S.Hyg.) , and , 
2 percent are in law (J.D.)» * , 

Doctorates in nursing (D.N. S. and D.N. Sc.) were first awarded in 
the early 1960s. Again drawing on the ANA survey f indites, in 1980 
about y percent of nurses with doctorates, held D.N.S. or"D.N.Sc;. 
degrees. Assisted by Nurse Training Aqt, funds, the number. of doctoral 
programs located in nursing schools or d^epartments, where Buch degrees^ 
are granted, grewrapidly duriijg the decade of the 1970s. 

The -National League for Nursing collects information about doctoral 
education only from programs located in nursing education, departments 
or schools. In 1980, there were 125 graduations from such programs. 
Enrollments, have been gTO\fing,.M^^ 

programs, which are now avdilablcj ii) 18. states.^ In 1980-1981, slightly 
more than 1,000 doctoral students re, enrolled. 31 in view of the 
increase in the number of programs und enrollments, a higher proportion 
of nurses can be expe^cted. in the future to earn the doctoral degree in 

schools of nursing. ^ V ^ \, ' , 

Nursing leaders do not' always agree about the "type of dpctoral , 
education that wuuld best prepare nurses for adyaricing the professional 
.^development of nursing and the scientific base of nursiiig practice. 
Those who advocate the doctorate in nursing (D.N.S. , D.N. Sc.) argue 
that while the nurse with a Ph.D. in a cognate discipline hel^s t'o ^ 
generate new knowledge, ' the nurse with the professional doctorate will 
apply this knowledge. And among the advocates of the Ph.D., some 
\ prefer a Ph.p.- in nursing and others prefer a Ph.D. in a discipline 
Vtelated to nursing. 32 ^ ^ .^^^^^ 
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Projections of Future Supply 

To replenish or increase thp size of the pool of Rl'Js with advanced 
education requires first that\,.there be an adequate pooL of RNs .with 
baccalaureate degirees eligible to enter advanced degree programs. As 
noted in Chapter II, the number of annual graduiat ions from 
baccalaureate programs more than doubled betwieen 1971 and 1981, 
growing from about IIVOOO to 25,^000 during that period. Within the . 
study's intermediate projection total of 1,710, 000 RNs at the end of 
1990, the number--with baccalaureate or higher degrees will have 
increased by about one-quar^ter of a million. Unless baccalaureate 
graduation rates were to fallv dramatically, which is not .ant ic ipated 
in our projections, baccaluareate nurses will continue*" to provide an 
ample reservoir from which candidates for advanced degrees can be 
drawn. V 

Given this basic premise, the conmiittee 's estimate of the future 
supply of nurses with graduate education by 1990 is based bn the 
current capacity of the educational system to prepare them and on the 
assumption that (1) increasing numbers of RNs will seek such education 
in line with the. trends of the 1970s, (2) current rates of labor force 
participation by nurses with master's and doctoral degrees will 
continue, and (3) financing of graduate nursing education from all the 
major sources that have contributed in the past to increasing the 
supply will also suffer no major dislocations.* To the extent that 
these assumptions prove correct, a substantial growth is indicated 
during the 198Ps. 

The coraraittee estimates that by the end of 1990*there will be 
124,200 employed nurses withmaster ' s preparation, of whom about 
four-fifths will have M.S.N, degrees, and that there will be about 
5,800 employed nurses with doctoral degrees. These projections were \ 
derived as follows. , . '< . ' 



Nurses With Master's Degrees In 1980 there were 55,000 RNs with 
master ' s degrees in nursing, of whom 44,700 (81 percent) were eraplcyed 
in nursing. ^3 In 1971, about 2,000 M.S..N. degrees were granted; by 
1981, the number had risen to more than 5,000.^^ The number of ^ 
graduations from M.S.N, programs represented about 2 percent of the 
pool of eligible potential candidates for such nursing degrees— i.e. , 
all employed nurses with the baccalaureate in nursing as their highest 
degree. 

If the proportion remains at 2 percent, the 'number of master's 
degrees granted in nursing would continue to^ rise by some 500 per year. 
This would result in a total of 9,500 such degrees granted in the year 
1990,. and would yield an additional 68,000 nurses with master's degrees 

*As in the overall supply projections in Chapter II, estimates of 
future supply are presented in terms of the numbers expected to be^ 
employed in nursing — not the total numbers of nurses that have 
obtained graduate degrees. 
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in nursing over the decade. Added to the numbers in the present supply 
(adjusted for mortality and dropouts) and at activity rates continuing 
at 81 percent, this would give a total of about 100,000 nurses with 
master's degrees employed in nursing by the end of 1990. 

To this must be added those with master's degrees in other fields. 
This number stood at about 26^700 in 1980, of whom 20,500 were employed 
(77 percent). There are no adequate data to project this portion-of 
the total, but if the number employed in 1990 is assumed to be 25,000, 
the total number of employed nurses with master's degrees would be ^ ' 
nearly 125,000 in 1990. This- would translate to some 112,400 
full-time equivalent (FTE) nurses with master's degrees. 

e 

" . ■ .V ' " ■ ■ ■ , , , 

Nurses With Doctoral Degrees ■ In 1980 there were 4^100 RNs with ^ 
doctoral degrees. Taking the conservative/estimate from the 1980 ^ 
national sample survey, almost 3,000 (72 percent) were employed in 
nursing. 35 During the past 20 years, fewer than 850 doctoral degrees 
have been granted in programs located in nursing education ^ . 
departments. 36 However, the number has been growing < and inl980_ 
125 doctoral degrees- in nursing were, granted from such programs. J/ 
Full-time enrollment, has been more than 50 percent since 1979* Growth 
rates over recent years suggest that the number of graduates soon s/ill 
reach 200 annually and could reach 400 by 1990 if there are places and 
faculty adequate to increase the output.by'25 per year each year from 
1980 through 1990. 'This would mfean a total supply in 1990 of 3,900 at 
the doctoral lev^l from programs in ntirsing departments, of whom spme 
3,000 would be employed in nursing. 

Of the 3,000 employed nurses with doctoral degrees today, probably 
some 2,300 received their doctorates in programs outside of schools of 
nursing. -Because there are so many kinds of programs, numbers are 
/"^dif f icult to ascertain except through; special surveys such as that 
/ conducted by the AN/V in 19lO._,If-rthis"gr6up^^^^^^ continues to grow, 
by Uie/end.of-1996'th^^^^^^^^ be at least 2,800 employed nurses with 

" "doctorates iti other f ields.^Therefore, in total, there would be. an 
estimated 5,800 .employed Ms with doctoral degrees in 1990 (i^e. , 
3,000 nurses with doctorates from nursing programs, 'plus an additional 
2,800 employed* nurses with doctorates in other fields— this would be 
equal to 5,600 FTEs) . 

Estimates of'Future Need and Demand 

The foregoing estimates of future supply contrast sharply with the 
estimates of needs .for nurses with graduate degrees that DHHS projected 
for 1990 in employing the Western Interstate. Commission on Higher . 
Education (WICHEX judgment-of-need criteria. These criteria were, 
developed by a national- panel of consultants assembled by the Health 
Resources Administration Is Division of Nursing in the autumn of 1980. 
When DHHS applied, the judgment-of-need (WICHE) model, it projected, 
that for 1990 the iriinimum (lower bound) need, for master's degree 
nurses was an estimated 256,000 FTE master's level nurses. Our study 
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projects that the supply of such nurses by that date would be 
considerably less than half of this number. The DHHS estimate of need 
for nurses with doctorates , generated by this same process, was 14,000 
FTE RNs in 1990. This was more than twice the supply projected by our 
study (Table 28). If one were to accept : the judgment-of-need (WICHE) 
estimates of master's and doctoral nurses that would be required by 
1990 to meet its staffing criteria, there would be a tremendous gap 
between these numbers and the projected supply. 

TABLE 28 Comparison of the Study's Projected Supply of Employed 
Registered Nurses With Graduate Degrees in 1990 With DHHS Estimates of 
Need Derived From Judgment-of-Need (WICHE) Model . 



Type of 
Degriee 



Total 

Employed 

Actual 

Supply 

(Nov. 

1980) 



Stiidy' 8 Projected 
Supply (Dec. 1990) 
/To£al 0 

/Employed FTE 



DHHS Judgment-of-Need 
Model Estimates for 
1990 (WICHE Lower 
Bound), FTE 



Master's ; 
(all 

degrees) 
Doctoral 
' (all 
degrees) 

, • y 

TOTAL 



65,200 124,200 



3,000 



5,800 



6872007"' 130,000 



/ 



112,400 256,000 

5,600 ^ 14,000 
1187000 " 270,000 



SOURCE: SecVetary, DHHS. - ^Third report to the Congress, February 17 ^ 
1982 , Tables ^0, p. 177 (see Reference ,42'*'^^r^complete citation) . 



r ^ The other major projection model, based on the historical demand 
for nurse manpower (Chapter H), does not distinguish between the 
demands for nurses with different levels of educational preparation. C 
In any event, there are no well-established measures of Remand in this 
area.. Many separate and interacting forces in the nation's overall 
economic environment, in the federal and s tat ie governments ' ability " 
and willingness to support graduate nursing education, and in the 
.market demand for nurses with advanced degree qualifications will 
influence the dimensions of demand; for such nurses in ways that the 
committee cannot foresee (Chapter VII) . 

The fact that we have taken coghizance of these uncertainties does 
not vitiate our recommendations for strong support of graduate 
education. Hospitals' demands for clinical specialists are evident in 
the higher salaries they are willing to pay. The, demand for nurses at. 
both the master's and doctoral levels* to teach in nursing education 
programs is self-evident. ; 
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In arguing the need for tnGi'S nurses with master's and doctoral 
degrees, the committee recognizes the concern, often expressed in 
manpower discussions, about the c cat co society of -the general trend 
. in all professions toward oyercredentialing. We have not been able to 
quantify the necessary additions to supply in the various f uric tipnal 
areas of nursing. Npnetbe.less, in the coraraittee^s judgment, a 
substantial increase in output of nurses with graduate degrees. will.be 
required to achieve ey^n modest goals in maintaining and improving the 
leadership cadre of the nation's nursing resources. 

• • • ■ ■ ■ ■ 'J* ■ , • , ♦ 

The Effect of Financing on Future, Supply 

The success of efforts to lessen existing gaps will, in large 
part, depend on the^ ability of students to afford advanced degreies. 

- Graduate students have higher tuition than undergraduate students. 

Full-time graduate students in nursing education programs face 1-3. 
. years with annual tuitiori costs^ of $l, OOO^to almost $10,'000, depjending 
Ori whether the program is in a public or private institftition pf higher 
education.38 Annual "tuition charges , generally are the; same for. all 
• graduate "students^ whether they are enrolled, in master 's or doctoral 
programs. Graduate students tend to be self supporting (financially 
independent of their parents) ""and thus have higher living expenses 
than most undergraduates (see Table 22) . For a student who is a RN, . 
forgone earnings can be estimated to be oyer/ $17,000''anTiually, 
according to data on average earnings , from the 1980 national sample 
survey. 39 Such expenditures, particularly toward the higher end of 
the range and when forgone earnings are included, can generally be 
undertaken only by students willing to make large sacrifices or by 
students having some private or public student /"aid. . , ^^"^ ■' 

~Li:ttle~inf oraatj^. is ava:j.lable ori the sources, on vhich .master 's 
degree candidaites drawTTTinarice-thei^ the 1980. 

ANA survey, referred to above,, reports that nurses .wiT:h~<idCtorate8 
received financial support from a yariety pf sources; (Table 29) • -fv. - 
Federal training grant severe by far the most frequently reported^ 
source * - Federal loans-^arid^esearch^grantj^^ 

■ • but. xraportarit part. Universities, through fellowships ^nd through' 
teaching and resear,ph assistantships , were repprted to be another 

. important contributorv By contrast, state government support and 

' loans for doctoral studerits appear to have been negligible. 

r ' ■■ * ' ' ■ ' '. ■ 

Federal Support Programs 

Of the total $1.6 billion appropriated under the Nurse Training 
UcX and Natiohal Research Services Award Program between, 1965 and 
1981 , ,$70 million went for general institutional support of advanced 
nurse training and $206 million for-hursetraineeships in master's and 
doctoral programs ^(Appendix 2) . At^ additional. $75.5 million was 
granted to institutions to encouraged the. develppment of nuriae^ 
practitioner programs. . 
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TABLE 29 Financ^l Support Received During boctoral Study by Nurses 
With Doctorates in 1980 



Source^ of Support 


Number of Nurses Reporting 
Receiving Support (Frequencies)^ 

■ 


No support 


442 


Federal government. 




Training grant 


983 


^ Loan 


118 


Research grant. 


90 


University 




Fellowship 


185 


Xeaphing assistantship 


174 ^ 


Research assistantship 


132 - 


State government 




support or loans 


101 



£ Not an unduplicated count of recipients, because a nurse may have 
r^orted more than one source of support, 



SOURCE: , From ANA. Nurses with doctorates , Table 28, p, 76 (see 
Reference 9 for complete c itation) ^ . , 

Advanced nurse training grants and contracts, are made to 
collegiate schools of nursing to plan,,- significantly expand, or 
maintain programs to prepare nurses at thie graduate level — whether as 
administrators, teachers, or clinical specialists. Special emphasis 
is now giyen to three clinical specialties: geriatrics, community 
health nui:sing>' and maternal and child health. Between 1979 and 1981, 
about 80 percent of the areas of concentration in these programs were 
=ri-n=rCrl-i^ica i^peciaJrt^^s^^and^bou^ 
administration.' 

. Approximately 16 percent of master's level students are enrolled 
in programs now supported in part at least by the NTA^s advanced nurse 
.triini^g prograraV^TS of the 141 schools currently offering, master's 
£iand/or doctoral degree education have received program support. 

„ About 90 "percent of the programs; were at the master's level and 10 
percent at the doctoral , level . In 1981, about 2^,500 FTE students were 
enrolled in the programs assisted,- of whicli approximately .1,500 
students were full time. 

Funding for student traineeships under the NTA began ijn . fiscal year 
1965 with $8 million^ increasing to approximately fel3 raillion-in 1974. 
It remained at that level until 1982, when the amount dropped to $9.6 
million. -The NTA traineeships provide grants to graduate schools of 
nursing and to ischools of public health, which in turn provide 
traineeships for up to .36 months for students working full- time toward 
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a master's or doctoral degree. Nufseis are prepared, to serve as 
teachers, administrators,, and supervisors; as nurse practitioners; and, 
in other professional specialties determined by the DTIHS Secretary to 
require advance'd training. These are the same specialties that have 
been supported by the NTA' 8 advanced training program. - . 

The DHHS Division of Nursing estimates that during the 1979-1980 
academic year 3 ,000 fu.ll-time students received assistance through 
advanced nurse traineeships.^0 in 1981, awards made to 126 schools 
supported about 2,000 trainees at approximately ^6, 400 each. Without 
these' funds , in all likelihood the numbers of f ull-t ime students would 
have been feduced, thus slowing, the increase in the. number of these 

nurses coming into practice. 1: 

In addition to the advanced nurse training grants and the nurse 
trairieeship program, unknown prop.prtions of the fund's allocated iinder 
tfte NTA to programs for nurse practitioners and special project _ 
grants, as well as studentlbans, supported nursing students enrolled 

in -graduate programs . 

• The Natiohal Institute of Mental Health has been another _ 
substantial contributor to advanced nursing education, awardi^^^^^^ 
than $105 million for teaching costs "and stipends in the period . 
1970-1981. The vast majority of the more than: 13,000 stipendis awarded, 
went to studentijs earning master's degrees; a few. were/granted to 
undergraduate and doctoral students. ^1 The Veterans/Administration 
and the Department of Defense also provide advanCed,/hurse. training 

stipends. / c . n 

In summary, during the past 18 years the total amount of federal 
aid for graduate education from var,ious 'sources has been substantial, 
probablyMnore than $460 million—and the impact significant. During 
the period 1971 and 1981, graduations from master ' s programs increased 
40 percent and more than doubled in doctoral programs. This increased 
the proportion of KNs. holding master ' s and doctoral degrees, from 4 to. 
more than 5 percent in the total population of RNs. Although it 
cannot be argued th^t all who used these funds" would not have 
completed advanced education in their absence,' certainly the. growth in 
the supply of these nurses, would have been diminished, because the 
fWding^went to^biirld up-pr^^ 

students. . , - , - 

The committee believes that in the years ahead, the quality, ot 
nursing services will depend direct'ly oh the- 'fextent to which growth is 
sustained in the supply of nurses'.with higher degrees. Current ^ 
authorizatioh and, appropriations .are insufficient to support, such 
growth. These graduate .programs'^ should be viewed as pbtentially cost 
effective in promoting major pq^itive impacts on the qiiality and 
effectiveness of nursing services. Hence, they should be regarded as 
strong elements in the total ^strategy of conservation of federal 

outlays for health care.- / , . c 

Federal appropriations iinder- NTA and related authorizations for 
graduate education and other. advanced nurse training were maintained 
" at about $40 million between 1978 and 1981, decreasing to about $34 
million in 1982. Although we recognize the nation's, current severe 
federal and state budgetary straits,, the committee is concerned that 
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failure to maintain an adequate floor of support for master's and 
doctoral education. of nurses will cause long-term damage to the 
quality of the nation's nurse supply. Restoration of federal support 
at least- to the average 1980-1982 level of approximately $40 million 
would >-«^lp ensure that the foundation for further growth of . 
profe£ onal nursing will continue to be maintained. 

As the capacity of the education system to graduate greater numbers 
of postgraduate nurses axpands and as costs of educat ion. increase , the 
need for a higher level of federal , support may follow,^ A number of 
factors will require careful consideration: the capacity, of the health 
care and educational systems to use effectively the different types of 
graduates; the levels of state support and of continuing federal 
support needed to attract sufficient numbers of .students into 
postgraduate programs; and also the possibility that salaries of 
nurses with advanced preparation may rise to the point that . 
prospective students will wish to make greater personal investments in 
such education. / ^ 



Conclusion 

Unlike the situation with respect to basic supply of generalist 
nurses, where we have found the likelihood of a ^general balance 
between supply and demand in 1990, the coraraittee\concludes that there 
is toth a serious current and probable 1990 shortage of nurses 
educationally prepared for administration, teachir^,. research, and 
advanced clinical nursing specialties. The extent\ of the future 
shortage cannot be estimated because various' perceptions of need, - 
except possibly as regards faculty positions, may not necessarily 
result in effective demand. Nevertheless, there is\such an obvious 
gap between the present supply and educational capac\ity of the system 
on the one hand and even conservative estimates of future advanced 
positions required on the other, that existing progrin capacity and 
sources of student support at the graduate level should be expanded. i 

In examining the future need for nurses, the committee identified 
problems that cannot be resolved merely >y increasing \the supply of, 
nurses with basic education, but may be alleviated by increasing the 
supply of nurses with advanced education. First, the management of 
nursing resources is less than optimal. The complexity^ of today's 
health, care settings demands niirse ^managers who are skilled not only 
in'nursing, but also in the techniques of managing personnel and 
budgets. Second, the quality of nurses delivering care l^a^ the bedside 
and in the community tr<) a great extent depends on the capabilities of 
their teachers. They must within a relatively short period impart the 
theoretical and clinical knowledge necessary to, produce competent 
professionals. The claims of nursing education leaders that the 
current composition of the faculties of many nursing schools is 
inadequate to accomplish this job properly is uorne out by the 
coramente of employers as well as information comparing the preparation 
of nursing faculty to that of other disciplines. A closely related 
issue is the lack of research to inform nursing practice and to enhance 
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nursing, education — functions usually performed in health and sciences 
by those in the discipline who are academically based (see Chapter 
VIII). Third, although well qualified generalist nurses can deliver 
care effectively, the growing complexity of services in many health 
settings presents problems that also increasingly require the spec ial- 
' ized kndwledge-'and experience of nurses with advanced education. 

In times of severe economic constraints, states may be more willing 
to finance basic nursing, education., programs, which are perceived as 
directly fulfilling local demand for nurses, than master's programs,, 
whose graduates can be expected to be more mobile. They have never 
provided much financial assistance to nurses in doctoral programs.. The 
committee believes that RNs with high-quality graduate education are .a 
scarce national resource and that their education merits federal 

support. / 

The' demand for highly qualified nursing administrators, nurse edu- 
- - cators, researchers, and clinical . specialists ^prepared at the* graduate 
level has been increasing and is expected to continue to increase, but 
to meet it only a small- portion of nurse faculty are yet prepared at 
the doctoral level. To increase the nation's supply of nurses with ad- 
vanced degrees, public and private universities with gradyate programs . 
must expand and strengthen their nursing education faculties. In the 
face of the current sho'rtage of acaderaicaliy qualified nurse faculty 
with expertise in fields relevant to nursing, such as management , the 
behavioral and basic sciences, and research methodology, deans of 
schools of nursing, could draw faculty from apprbprif^te schools and de- 
partments in their universities or neighboring institutions both .to 
fill immediate needs and to help build future teaching and research 
capabilities. Joint programs and other forms, of collabarative arrange- 
ments between university departments, such as schools of nursing with. 
.Jjusiness schools and/ or health services administration programs, may be 
found desirable. Programraat ic support from. the federal government can 
hllp to improve gr'aduate level nursing education in these and other 
ways... 

\ Lowering financial barriers to fuil-tirae enrollment of nurse gradu- 
at e stude nts will increase the supply more rapidly. ^ Master ' s and. doc - 

complete' it. Financial assistance to nurses in master's programs 
should be packaged with federial funds for programmatic support. The 
committee would expect, in line with the objective of strengthening / 
the nursing profession as well as nursing education, thatts such program- 
matic and accompanying student support for mastjBr's programs would be 
- available through competitiv^ granta. In practice, master's programs 
. located in schafals or departments, of nursing- would be in an excellent 
competitive position to secyUre such grants, but arrangements in other 
related programs should be /possible, such as in .health services 
administration programs and schools of public health. 

Federal doctoral leyel^ support should be targeted primarily to 
strengthen existing programs in nursing^ not to encourage the proli- 
feration of new and. possi'bly weak doctoral offerings. Until schools 
of nursing have suf ficient . numbers of qualif ied 'faculty to meet the 
range of RN doctoral studehtis' scholarly interests and professional 
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needs, financial aid programs to RN doctoral students should be 
designed so that they are not precluded from pursuing doctoral studies 
in nursing-related disciplines. To encourage graduate/st/udents to 
return* to nursing when they have earned their degreesi; loans should 
carry such service obligations. On the other hand, rfost committee 
members believe that fellowships, awarded on the bas^s of scholarly 
excellence and the promise oiE fundamental contributions to the 
knowledge base, should not carry the same kr^d of obligation. 



RECOMMENDATION 8 ; 

The federal government should expand its isupport of fellowships, 
loans, and programs at the graduate level, to assist in increasing 
the rate of growth in the number of nurses with raster's arid 
doctoral degrees in nursing and relevant discipliries. More such 
nurses are needed to fill positions in adrainistraticm and 
management of clinical services and of healthcare institutions, 
- " in academic nursing (teaching, research, and practice)v and in 
clinical specialty practice. • \ , 



' • Statement of Exception to Recommendation 

As members of cf^ nursing study committee of the Institute of Medi- 
cine, we are most supportive of the general thrust of the committee's 
recommendation, but take exception to the phrase in its first sentence: 
^'..•and relevant disciplines." The rationale for not supporting this s 
aspect of the recoraknendation is presented in this minority position 
statement. 

The congressional charge to the nursing study committee was in part 
"to determine the ^need to continue a special program of federal finan- 
cial support for nursing education ^" (emphasis added) not education of 
nurses in disciplines other than nursing. Nurses have, the same freedom 
as do other American citizens to pursue graduate study in their own 
discipline or in an alternate one, and each disbipline has the academic 
prerogative to admit students of its choice regardless of thfir previ- 
ous educational preparation. However, it is our belief that (1) nurses 
admitted to graduate degree granting programs other than nursing, and 
(2) programs in disciplines external to nursing that admit nurses for 
graduate study should not .be included under a "specific program of . 
Federal financial support for nursing education." 'Federal funds for 
strengthening nursing education are already minimal and would be fur- 
ther diluted if they were channeled to provide financial support to 
programs and students (even though nurses) in disciplines other than 
nursing. 

Many portions of this report have focused on the urgent need for 
nurses with graduate education in nursing (master ' s and doctoral 
levels) to fill faculty and administrative positions in nursing. These 
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nurses shouldvbe enrolled in graduate nursing programs so as to become 
more knowledgeable in their own disciplines and, subsequently, to be 

y able to assist* in the strengthening of nursing through the use of ad- 
vanced nursing knowledge in clinical practice and teaching, and the 
generation of new knowledge in nursing. This expectation is not dif- 
ferent from that in other disciplines where advanced degrees oir acade- 

, raic study are of fered, i .e* , psychology, sociology, physiology, medi- 
cine, theology. -Our stated belief does not preclude the opportunity ^ 
for nursing and other students to take courses in other disciplines 
that have value to one ' s own, or in unusual situations perhaps to offer 
a joint degree program.* An example of, this at the master'? level is 
the collaboration of schools of nursing and ischoolig of business manage- 
ment in the preparation of top level nursing service administrators. 
However, we believe the nursing study committee is lacking in con- 
science to support and document in this report the numerous reasons why 
nurses should have advanced education in their own discipline and yet 
approve a recoramendation that endorses nurses to obtain graduate educa- 
tion at either the master's or doctoral levels in fields other fhan 
nursing and request federal funds for such. In reality nurses with^ 
master's degrees in nori-nursing disciplines will not be prepared, nor • 
will they meet. the_jrequired qualifications of most, clinical or 
educational institutions for leadership positio.ns in nursing, nor will j 
they be eligible for doctoral study in nursing. Thus, federal support / 

' of nurses to obtain non-nursing graduate degrees will not assist in j 

Vmeet'ing the intent of Recommendation 8 of this report or other j 
recommendations related to it* . . ' 

Until recently, doctoral programs in nursing were limited in ^ / 
number, and 'nurses- had little option but to pursue doctoral degrees in/ 
disciplines external to but related to nursing despite the additional | 
time and expense involved to make up course deficiencies. As would b^ 
expected, there were the disadvantages of no nurse role models being / 
available for raehtorship and the focus of .one's research being in thap 
discipline rather then in nursing. In many cases nurses remained in j 
jhe discipline (not nursing) in_v^hi cJi-jdjagJ:,^^ 

"and were "lost" to nursing. It was because of this result that the j 
Dbctoral Nurse Scientist Program, supported by the federal government, 
.was discontinued in the mid-70s. Moreover, faculty in schools of .j 
nursing with preparation in disciplines external to nursing are often 
■ not perceived as true colleagues in ciither these disciplines or in 

nursing. - / ^ | 

The general value of learning research methodology in either the 
social or natural sciences has been recognized by nurses who have ob- 
tained doctoral degrees in these disciplines, but in many instancesj 
their study and research efforts have not focused on identification of 
a body of scientific kriowle4ge to provide a basis for the practice |of 
nursing and the control of that practice. The development of knowledge 
and competencies unique to nursing must be produced by "nurse 8*^^with| ad- 
vanced education in nursing and whose research is focused on^cjinical 
nursing practice. This preparation falls within the domain ^of doctoral 
education in the discipline of nursing, and graduates of such programs^^ 
.will (1) provide leadership in clinical practice and research; (2)^ 
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teach in baccalaureate, master's, and doctoral programs in nursing; (3) 
administer nursing service and nursing education programs; and (4) pro- 
vide role models and raentors/for future doctoral students in nursing. 

Doctoral preparation in a discipline other than nursing deters the 
socialization process and career expectations within one's peer group. 
It also fosters an orientation to another field of knowledge and, in- 
variably, the dissertation research, which often sets the focus of 
future research, is imrelated to a nursing problem. Disciplines exter- 
nal to nursing have had a much longer time to establish and add to 
their knowledge base,, and now nursing urgently needs federal funds, 
especially fellowship support, to attract welt-qualified nursing 
students to continue the strengthening of doctoral nursing programs 
and, ultimately, to add to the knowledge base of nursing. Nursing 
doctoral students need the flexibility of obtaining fellowship support 
to study with nursing faculty of their choice who can serve as mentors 
within, the students' specialization area. Many of these graduates with 
advanced nursing preparation will in turn enter academic nursing to 
teach nursing students, while also strengthening . the theoretical and 
clinical application bases of the discipline of nursing. Of about 1.7 
million registered nurses in the United States in 1980, dnly about 
4,000 (0.2 percent) held doctorates. Of these, fewer than 850 degrees 
(21 percent) were earned in doctoral programs located in departments 
or schools of nursiiig. . . ^ 

-Thus, it is crucial that existing doctoral programs in nursing be 
strengthened and expanded, and that scarce federal funds be channeled- . 
to them rather than to doctoral programs of other disciplines. The % 
number of nurses making application to existing doctoral nursing 
programs is significantly more than can be accommodated due to a lack 
of faculty prepared at the doctoral level in the specialized areas of 
nursing desired by these extremely well-qualified applicants. With 
opportunities to serve as either a research or teaching assistant in 
doctoral' nursing programs these* students will ha vie early influence 
from their nursing professors to be productive in scholarly activities 
^n-HhP— f-ie-ld-o f-^niir a ing Such ment ors hip in nursing would not occur 
if students were enrolled in doctoral programs of other disciplines. 

In summary, "a specific program of Federal financial support for 
nursing education" at the graduate level (master's and doctoral) 
should be available only to nui^sing programs and students admitted to 
those programs . Upon graduation these nurses with advanced nursing 
preparation will quantitatively and qualitatively influence the genera- 
tion of new nursing knowledge and the dissemination of nursing know- 
ledge to future generations of nurses. Educated within the disciplines 
of nursing, these leaders in nursing. will join with colleagues of simi- 
lar interests and be productive in bettering the health of society. 



Ruby L. Wilson 
Dorothy Novello 
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CHAPTER VI ' 



• Alleviating Nuf sing\Shortages in 
Medically Underaerved Areas and 
A^ong Underserved Populations 



In earlier chapters this report has dealt with issues of aggregate 
supply' and demand for nursing as a whole and for nurses with different 
levels of educational preparation. Another distributive aspect of the 
supply problem was posed in the second of the congressional questions 
that occasioned this study: . "What are the reasons nurses do not serve 
in medically underserved areas and what actions could be taken to 
encourage nurses to practice in such areas?" The/ committee viewed 
these issues as being more extensive than would be implied by 
statutory or regulatory definitions of the term "medically under- 
served aireas." We believed that this question called for an 
exploration of the problems of maldistribution ^^^t they affect certain 
geographic areas, certain population groups.^ vio ^ certain types of 
facilities that experience chronic nurse, she a^^rges resulting in 
underservice to large nmibers of patients. This chapter focuse$ on 
a^^ailability of the services of nurses /to residents of inner cities, 
andx^rural areasj to minority ethnic groups and elderly citizens, and 
to patients in public hospitals and nursing homes* 

There are commonalities among the geographic areas, population 
groups, and institutions identified as suffering from the 
maldistribution of nursing personnel. For all of them, indications gf. 
severe unmet, nursing -needs persist and are not likely to be 
^elf-correcting under foreseeable market conditions. 

The magnitude of the problem is suggested by estimates that 20 
million residents of inner city and rural areas are without a regular 
source of primary care, 1 and that.' approximately 12-15 million 
Americans are "structurally underserved"— that is, their difficulties 
of access to nursing services are tougher and more complicated, than 
those of the rest of the population. 2 

This chapter first describes the nature and consequences of 
underservice and examines recent attempts to attract nurses to 
underserved areas and increase the representation in nursing of 
economically disadvantaged individuals. Nursing service problems of 
the inner. cities and the elderly are then discussed. The chapter 
coAcludeswith a look at the functions of nurse practitioners in 
alleviating problems of underservice. 
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Some Reasons for Areas of Underservice 

Lack of access to preventive, primary, and acute care services by 
people living in inner cities and in rural corranunities remains one of 
the nation's most pressing health problems. It ranks with the lack of 
^^access to effective preventive and maintenance care of the nation s 
elderly, large numbers of whom may as a result become untimely 
afflicted with worsening chronic conditions that lead to long-term 
institutionalization. Among all underserved populations, barriers^to 
care are created by lack pf adequate financing, transportation ^ 
problems, lack cf health care facilities, and lack of health manpower 
to staff facilities or provide services outside health care 
institutions. 

The obvious explanation of nursing and ot|ier health manpower 
shortages lies in the nature of the nation's health carie financing 
arrangemients. Inadequate public or private coverage to pay for 
services to very large numbers of low-income people results in lack of 
programs or lack of access to programs and facilities that can meet 
their medical and other health care needs. Inadequate financing, and 
the resulting inappropriate services.make it unlikely that nurses will 
seek or be able to find employment, eyen though they may wish to work 
in an underserved area or with underserved people. 

: We believe that solutions to the problems . of medical underservice 
eventually will require a long-range restructuring not only of the 
nation's health care financing, but also of health services delivery 
arrangements. Other public commissions And .studies have come to 
similar conclusions. While it was not within our purview to address 
these fundanerital problems, the study necessarily became concerned 
with their , implications as principal factors in the maldistribution of 
nursing personnel. In this context, the committee has responded to 
the request for suggestions likely to- help alleviate existing nurse 
shortages in medically underserved areas. 



The Nature and Consequences of Underservice 

Many rural and semi-rural areas, where 30 percent of the nation's 
population lives, are characterized by low population density, 
disproportionate numbers of poor and elderly, vast distances, and 
small hospitals. 3 Providing health care in these circumstances 
presents multiple problems. 

Most nurses are employed by hospitals, nursing homes,, physicians, 
and health departments. Therefore, most nursing care depends on the 
presence 6f such employers,* but they are not found> in many remote 
communities. Approximately 500 of tlie nation's more than J, 000 
counties currently have no hospital.^ The economics of supplying 
adequate levels of health services to poor and remote populations and 
-the heavy workload associated with being a solo practitioner make 
remote and poor rural areas unattractive to physician p^ractice. In 

7. : 
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1979', 143 counties had no active rUysician, federal or non-federal, 
engaged in patient(,care.5 ^ x. 

These and- other^ factors result in employed nurse-to-population 
ratios that are usually much lower for rural than for urban areas. 
The- 1977-1978 Inventory of Registered Nurses showed that the ratio of 
employed^registered "nurses (RNs);per 100,000 population ranged from a 
low of 268 in Arkansas, 'a largely rural state, to 885 in urban 
District of Columbia. Moreover, such comparisons fail to reveal the 
ofterf substantial pockets of underservice that frequently exist in a 
state. Among Uhe areas alone that were not standard metropolitan 
3tatistical areas (SMSAs), this ratio ranged, from a low of 162 in 
Louisiana, t^o. a high of 892 in New Hampshire. 

Vacancy rates for nurses in hospitals' are not markedly different 
in' 3malt and large inatitvitions but, hospitals in non-SMSAs;have more 
recrui4:ment problems than do their urban counterparts-^^ st'ate 
studies and t(iStimony from hospital representatives have note>i the 
speciril difficulties associated with nurse shortages in rural areas. 
In tesl:imbny before .the Senate Finance Committee, one wi£ness 
cpmmrnted that there was- an immediate need for at least 300 RNs in 61 
Montana hospitals, mostfof which are in rural areag. He also noted 
that while a n^Trse vacancy iti a large hospital may'not be really 
crucial, "when 'a small facility loses one nurse, that's a crisis 
situ:;.t ion.*^7 Further, he observed that Montana's small rural 
hospitars. consistently, upgrade ^their salary and fringe benefits to' 
meet and,;dn some cases^ exceed those of the larger facility in order 
to attract nurses. to* their hospitals. * » 

Other testimony suggests some factors that detract nurses from 
ru"raT service. ''Rural nurses are asked to assume greater 
responsibility, are often on call 24 h6urs day. . . 'Rural public 
health nurses find'tUeir salaries and working conditions determined, .by 
conT)ty comjttissioners w^ha are of ten more concerned -with building and^ 
maintaining roads and bridges than quality health care. Feeling 
frustrated. . .tuey leaVe th: it chosen profession. Additionally, 
fluctuations in patient census tend to make some rural hospitals 
unreliable employers. And where the absence of other providers puts 
major responsiibilif y for health , cars on public hea.lth nurses, the 
level of funding may support only a T;,irir„=:l rumber.^ 

These protlms and others lie behind chfe fact that in rural areas 
21 percent of black children and 14 percent of white children had no 
physician visits in 1981 compared vith 10 percent and 9 percent, 
respectively, of children in SMSAs. 10 Residents of non-metropolitan 
areas are^^o less likely to have preventive care and more likely to 
spend more tfian. 30 minutes traveling to a physician visit and to 
experience , longer, vaits once there<i^ Seventeen percent of physician 
visits by residents of non-SMSAs occurred in metvo^olitan areas. 11 . 

Nursing shortag(&« in rural areaB are *only one aspect of the 
problem of und'erslervice. Minority ,, iroijigrant, and* other low-income 
populations in mJny urban areas of the nation aldo can lack access to 
healthcare. Lai ge copcentrat ions of these peoprle ''are found in inner 
' city areas, whex;; nursing and other health care services present 
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particular problems.* Although the gap in utilization of health 
care between the poor and nonpoor in both urban and rural areas that 
existed quite generally prior to the 19i50s almost closed between the 
mid-1960s and 1980, serious problems of access nevertheless remain, 
particularly in the . set tings where poor and minority people — notably ^ 
blacks and Hispanics — receive care. 12 For example, a study in 
Boston found a 4 percent decline in the number of inner-city residents 
who had a personal physician between 1975 and 1981, despite a 7 percent 
increase in the nationwide physic ian-to-populatipn ratio during: this 
period. 13 ' ^ 

^Differences between the rhealth status of underserved populatipns 
(; whether rural, urban, poor, or minority) and better served groups 
V also indicate unmet , needs for health /care. « Household intc^ vi'^ 
surveys conducted by the National Center for Health Statist ics in 1979 
found tha't consistently greater proportions of tesidents outside of 
the standard metropolitan statistical areas than SMS A residents 
reported health conditions that made, them unable to carry on major 
activities of daily living* More than 14 percent of the non-SMSA 
residents rated their health as only. fair or poor, compared with^ 11.4 
of the SMSA residents.lA . " , ; 

People in feder ily designated medically underserved rural ^ areas . 
have 24 percent h' >er hospital utilization, 33 percent more ^disabiUtir 
days, and 22 percent more chronic limitatione than do those in rural 
areas not so deaignated;"** M6xican-i^neric an migrant agricultural 
workers are said to have a much lower ^life expectancy and higher rates 
of allness than does the papulation as a whole, but scant data are^yet 
^avaj^lablevto describe their health status. 

I ■ ' ■ - ■ . • 

" • ^ ■ ■ ■ • . * ■ , ■ . ■ /' 

<A'' /^"^ Educational Oatreach ^ 

Since the mid-1960s-the federal government^ the states, and higher 
education systems have adopted various strategies designed to 
alleviate/identifi^d vmree shortages in medically underserved areas. 



*Currently, blacks constitute 28 percent of the popul^ition of large 
central cities compared with 12 percent of the total United States 
population, and Hispanicy. constitute 11 percent as opposed to 5 
percent. A disproportionate nuinber of inner-city residents have 
incomes, below *the poverty level,' 17 percent versus 12 percent of the 
total United States population. 

•^•Ovej the years the federal government has defined geographic areas 
of -underservice using a variety of criteria.. The areas hive been : 
variously delineated a^s Medically Underserved Areas, Health Manpower 
Shortage Areas and Nurse Shortage Areas . Many technical problems have 
been encountered in attempting to define these areas of underservice 
so as to accomplish program objectives; ^ This report doea.not address' 
these* technical issues but notes that discussions concerning 
definitions of underservice are continuing. 
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One such strategy has been* to off er financial incentives through 
educational loan repayment arrangements designed to attract nurses to 
serve in such /ireas. The strategy^ implies a hope that' an, appreciable 
propoftioii of such nurse's will remain, in the shor^tage area after their 
service obligation has been met, but there is no evidence either way* 
At the federal level, examples include programs under the Nurse . 
Training Act (NTA) of 1964 and subsequent amendments, and National 
Health Seirv ice Corps authorizations* 

The NTA Nursing Loan Repayment Program offers repayment of a 
portion of «an RN's educational loan in return for 2 or 3 years of 
service in a designated purse shortage area (Appendix 2)* Between 
1974 and 1981 approximately 219,000 nurses received educational loans 
but only 128 accepted the option of service in return for loan repay- 
ment* The failure of the program has been commonly attributed to the 
more favorable terras offered by the 'Federal Nursing Loan Cancellation. 
Program^ which allowed cancellation of up to 85 percent of an 
education, loan for practicing nurses working in a public or nonprofit 
hospital, health center, c^^other health care agency for more than 
1 year, regardless of locivicn or population aerved*!^ 

The National Health Servfr.e "orps .Scholarship Program also used 
the incehtive of rep^tycn *.ui: of uaucational loan in return for a seiryice 
obligation. Of the 364 niir'X'S' awarded itcholarships, almost alT met 
the 'Service obligations, V*t dfit'a were not collected to indicate 
whether any were str^yir;;, Ivf the shortage arei after their obligated 
service. The Nurse .t'irr.^ - 'tionor Trainee ^hip Program under NTA . 
dC'i'i'-ribtid in Chapter V aiso offered payback incentives for service in. 
anovc^gc are^is. Again, because the current status of 50 percent of 
the ♦ ituiher i^riiii: recipients" is unknown, the program cannot be 
/?V3L-i«ir.ed* liurae education programs are not required to keep records 
or cepo^rt: en whe* •'.heir graduates practic^^o/ 

■A iecbnd stra y — facilitating nurse eduqation for those most 
likely to work in anderserved areas — is built bn the assumption that 
people who already live in such areas are more likely to remain than 
are those attracted for a liitiited tour of service. Evidence supports 
this hypothesis* Feldbaum's 1977-1978 survey found that nurses who 
grew up in rural areas were the most likely to return to work in such 
areas, anri that a large proportion of nurses who work in inner cities 
had grown up in large cities. , Another recently completed nursing 
study, in Kovth Carolina, found that nurses cited living in the areas 
as a prime reni^on for remaining employed iri\ rural areas and in 
long-term careL-institutions * Thie very high response rate-'-95 percent 
for hospitals, 75 percent for long-term care facilities, and 93 
percent for health departments — makes these findings credible. 1^ 

Local access to education . appears to be important in determining 
where-liewly 1 ic rinsed nu7*ses will work. For example,* the National 
League for Nursing's (NLN) 1980 survey of newly licensed nurses from 
assoc iate 4egree (AD), diploma, and baccalaureate progranfs found that 
more: than, 61 percent of AD graduates reported their residence at 
licensure as being in the same county as the location of their 
'schools, and that 75 percent of these graduates had the same residence 
at licensure as the location of their employer 6 to. 8 months after 
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licensure. Corresponding rates Ln"a similar period for diploma . 
graduates were 53 percent ani 69 percent. Baccalaureate graduates 
were more mobile, presumably because programs were not so widely; 
dispersed geographically. Their county residence at licensure^was the 
same as the location of th§ir schools for only 41 percent of the^ 
graduates. However, about 65 percent of these baccalaureate graduates, 
rpported that the location of , their, employer 6 to 8 months after 
licensure was in the county in which they had lived at the tame pf 

licensure. • „^uiiiH„ 

No county residence data are available to show geographic mobility 
of nurses over the longer run of their practice. However, 10 years 
after licensure, 63 percent of AD and 41 percent of baccalaureate 
graduate nurses reported having practiced in only one state. 
Thus, there iW some evidence to indicate that the location of the 
nursing educati;ott. program is -a determinant of where a licensed nurse 

chooses to work. , 

Practical nurses also tend to live and work m the areas where 
tbay receive their nurse education. The -NLN. 1980 survey of newly 
licensed practical nurses reported that at the time of licensure, over 
60 percent of new LPNs were living in the same county where their 
nurse education program was located. Less than 5 percent had obtained 
their education in a different state. 20 ^ 
Improvements in the accessibility of nursing programs are needed 
to encourage residents of underserved areas to enter nursing. Many 
potential a;:::dcnts from such areas—especially those in rural 
communities- are unable to avail themselves of nursing education. 
Programs are not likely to be locally available and family 
responsibilj ies, costs, and travel distances often combine to prevent 
potential students from moving to communities wher^ such programs are 
located. These factors, together witTi past experience, suggest that . 
locating nursing education programs directly in or near medical 
underservice areas i^ a useful strategy in addressing nursing supply 

problems. . „ ^ 

■ At the federal level, the Area Health Education Center program 
(AHEC) has in several states a,ounted more narrowly focused attempts to 
bring nurse education to residents of underserved areas. AHEC 
programs encourage training for a wide range of health occupations, 
and aljBO provide continuing education. The pr6gr,ms are offered 
through arrangements with existing. educational and health care 
institutions to increase courses and to offer training experiences at 
hospitals and other sites in and near rural and urban underserved ^ 
areas. Nursing education has received special attention in the /.JtC 
programs in California, North. Carolina, Massachusetts, and 

Colorado. 21 , . „ui'«» 

In most states, community college systems have made considerable 
progress in developing locally accessible programs to prepare RNs and 
EPNs. However, where" populat ions are not sufficiently dense to yield 
sufficient numbers of students, and where local educational re a ounces 
are inadequate to provide an institvitidnal. base and faculty for the 
types 6f nurse education programs that prospective, students may 
. require, it is not economically or educationally feasible to provide 
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local nurse education programs./ Outreach nursing education programs 
from state universities or from large schools of nursing offering 
generalist nursing /education, continuing education, and even graduate 
education can provide an alternative to «;hG proliferation of 
autonomous, inadequately staffed new schools. Outreach programs also 
can upgrade the education of nurses already practicing in these areas. 

Several programs funded under the NTA are demonstrating that 
nursing education programs can be offered at off-campus locations to 
students unable to travel or to relocate. In some instances, sudh as 
at Weber State College in Ogden, Utah, nursing faculty pay regular- 
visits to rural »conununi ties to teach basic nursing education courses. 
Their students come to Ogden for short, intensive clinical experience 
at an affiliated community hospital. There are several variants o? 
this type of outreach. Examples include California State University 
at Fresno, Mdntana State University, the University of Maryland 
(offering baccalaureate degree training to RNs with ADs or diplomas), 
arA Wayne State University (of fering master's degree preparation to 
RNs in remote areas of Michigan). ^ 

Television, videotapes, and other technical advances are expanding 
the possibilities for reaching- students in remote areas or areas that 
lack access to schools of nursing. Today, thousands of non-nursing 
students are enrolled in televised courses. Several hundred colleges 
are »members.pf a network working in collaboration with local 
television stations to offer courses. 22 All these various types of 
programs, oh ^nd off the mein campus, that offer flexibility^ and 
career mobility at various levels of nurse education appear to be 
sufficiently promising to merit continued support for their further 
development, evaluat ion, . and dissemination of results.' 



Conclusion ■ * * 

There- is little evidence about the success of federal efforts to 
relieve nursing shortages in underserved areas by financial incentives 
to attract nurses to move there. In many instances it appears they 
stay for only a limited period of service. Another approach, 
however — attracting residents of shortage areas into nursing— appears 
to have a greater potential for success; The committee notes that: 

• RNs and LPNs tend to practice in or near their places of 
origin; for rural areas that implies att^racting into practice rural 
residents; for inner-city urban areas it implies attracting -^to nursing 
inner-city residents who are often poor and of minority racial or 
ethnic groups ' . . 

• RNs and LPNs tend to practice in the areas in-wh±eh-xt hey 

received their 'nursing education 

• many potential candidates for nursing education are Unable to 
relocate to gain access to nursing education / 

• new forms of communication technology offer opportujfiities to 
develop outreach and satellite nurse education programs. 
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However, it is unrealistic to expect that access to nurse education by 
residents of underserved areas will occur without special targeted 
efforts. State arid federal governments need to continue to provide 
special initiative grants to schools of nursing to make their 
educational programs available to residents of these areas through 
various kinds of outreach programs. New forms of communication 
technology^ that offer opportunities for outreach and satellite nurse 
education programs have not been sufficiently exploited. Such 
programB can be designed to suit the requirements and convenience of 
prospective students' who,, for reasons of family, residence, or the 
need to continue employment while studying, cannot readily attend 
existing campus educational programs. 



RECOMMENDATION 9 

To alleviate nursing shortages in medically underserved areas, 
their residents need better access to all types of nursing 
education, including outreach and of f-campud programs. The • 
federal government should continue to cosponsor model 
demonstrations of programs with states, foundations, and 
educatio'.ial institutions, and should support the ^isseraination o 
results. 



Education Opportunities for Minority Students 

In the same way that minority racial and ethnic groups frequently 
lack access to health care and have more illness than many others, 
members of these groups also have inadequate access to opportunities 
for nursing education. 

Although there are no easy solutions 'to the access problems of 
minority groups, studies by Sloan and Feldbaum suggest some strategies 
for improvements. Recruiting black ''and other minority people to join' 
the nursing profession may help to increase the number of practical . 
and registered nurses willing to practice in inner-city areas serving 
minority and underserved populations. This is consistent with the 
evidence that nurses tend to practice where they gro up. According 
to Feldbaum' s studies of work location, black nurses are more inclined 
to worlc in the inner city (41.1 percent) than are the^ir white 
colleagues (18.4 percent). Further, 30.8 percent of black. nurses 
spend more than one -half of their RN working years in these locations, 
compared with only 8.1 percent of whites. 25 

Most nurses do not want to work in the iiiner-city environment, 
which is widely perceived to be not only strestr^al but also unsafe. 
Sloan reported that 72 percent of RN respond- n > t . sntvey were not 
willing to work in poor Ejections of cities, v gher 

earnings— compared with 42 percent who were u - : • .vr ; : work in rural 
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area8,26 However, the obverse of Sloan's findings about 
unwillingness to work in inner cities is that for 28 percent of nurses 
that was not the case. 51oan c.leo found that black nurses are more 
willing to work in inner city areas than white nuraeB— and that 
baccalaureate trained nurses are less adverse .-to working in central 
cities than AD nurses.* 27 

The National Sample Survey of Regifltered Nurses, November 1980^ 
found that minorities have high labor force participation rates, so 
that increasing their access to nurse education appears to be a good 
investment. 28 rate for whites was 76'percent, for blacks 90 

percent,*for Hispanics 86 percent, and for Asian and Pacific Islanders 
91 percent. 29 Minority nursefli both RNs and LPNsi coVistitute a 
large percentage of the nursing staffs in public general hospitals in 
the inner city, which serve large numbers of minority patients. 

Another major advantage of increasing minority rejjresentation in 
the nursing labor force would be th^t minority patients could be 
served by those best able to understand minority cultured and 
languages. The language problem is particularly acute in states with 
large Hiopanic populations, many of whom do not speak English. 
Hispanic RNs are scarce. In 197A a California study found that 
although Hispanics constituted over 15 percent of the population of 
the state they were bnly H percent of Callfprnia .RNs.30 xn 
Arizona in 1981, Hispanics were 16,2 percent of the state's 
population, but only 2.5 percent of the state'is RNs and 6.6 percent of 
its LPN8.31 ' 

The relative poverty of minority groups, closely associated with 
their poor health status and lack of access to care, also creates 
barriers to their attaining nurse education. A number of federal 
programs have tried to help disadvantaged individuals gain access to 
nursing education by offering scholarships and loans. 

Federal programs to facilitate nurse education for those with 
disadvantaged backgirounds and to help alleviate shortages in - 
underserved areas include the Special Project Grants and Contracts 
Program to improve nurse training, authorized by NTA and its various 
amendments. Currently, two of the five stated purposes of these 
special grants are to (1) increase nursing education opportunities fiov 
ihdividuals from disadvantaged backgrounds and (2) help to, increase 
the supply or improve distribution by geographic area or by specialty 
group of adequately trained nursing personnel ( including nursing 
personnel who are bilingual) needed to meet the health needs of the 
nation. The DHHS Division of Nursing awards grants to public and 
non-profit private schools of nursing and other education 
organizations'; How the educators are to achieve the goals of the 
program is not specified. / 



^Despite the tendency for minority nurses to work in these areas, a 
sizable proportion do not. The i?e Idbaum survey, which oversampled for 
black nurses, showed fhat 76 percent of respondents had never worked . 
in inner-city areas. 32 
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Since 1965, almost 1,000 projects have been funded under >|he 
special grants program. (Further detail ia provided in Append lx 2.} 
ill current authorisation stipulates that (l) not ^han 20 pevcent 

be obligated for assistance to the disadvantaged aud (2) not Jess than 
20 percent go to projects to increoBe the supply or improve the 
distribution of adequately trained nursing personnel by geographic • 
area or by speciality group. Again, however, data are not available 
to show how many studehts have been assisted by this program./ 

The Nursing Student Scholarship Program, although not designed as 
an effort to improve access to education for those likely to| serve in 
Shortage areas, may have assisted that effort more than the programs 
specifically designed for that , purpose . The program was ti-rs^ 
authorized in the Allied Health Professions Personnel Training^ct of 
1966 and continued in the Health Manpower Act of 1968, the ^ur^ 
Training Acts of 1971 and 1975, and the Nurse Trauujig Act Amendments 
of 1979. 'As noted in Chapter III, this program is^currently 
authorized but not funded. Nursing schools administered the program, 
and could award up to $2,000 per academic year to needy students.^ 
Since FY 1970, the program has awarded a total of $139-1 Million to 
nursing scho.ols to provide an estimated 180,502 scholarships. -J-J 
During fiscal year 1974, 79 percent of the 23.700 «=h°l"jf;;P° ^""Jf 
went to students from families with incomes of less than $10,000. Of 
these students, 21 percent were black and 5 percent were other 
minorities. 34 _ . ^, „«i„ 

The NTAmay have had a significant impact on increasing the supply 
of black RNs. Smith. notes that "the number of blacks enrolled in RN 
programs began to increase dramatically after the- enactment of the 
Surse Training Act of 1964. . . • From 1965 to 1971, black enrollment 
increased by about 2,000 students each year compared to an annual 
increase of about 400 from 1962 to 1965."35 NonetheleasJ, by 1980 
only 8 percent of the employed nurse population was black and other 

""'""ircommittee be. hat low income minority students continue 

to need both general a- xific financial assistance to enable them 
to enter basic, advanced, and continuing nurse educatio.n programs, and 
that the net effect would be to alleviate the maldistribution of ^ 
nurses. Because hospitals and other nursing employers control many of 
the factors that can attract qr discourage nurses seeking employment, 

*Another program, now discontinued, was the Full Utilization of 
Edllcational ialent for the Nursing Profession. It provided incentives 
for special recruitment of minorities and for remediajL education, 
operational from 1968 to 1974, it was intended to attract students 
from disadvantiSged backgrounds to the nursing pro.ession, and to help 
alleviate shortages of RNs in underaerved area,,. Grants were awarded 
?o mi;r types of'organizatipns.^^ The diversity of the approaches used 
by participating organizations Igiade it diff,icult to evaluate the 
program' A substantial number of the targeted individuals now work in 
underserved areas. Most of the problems addressed by the Full 
Utilization Program, howevev, remain unsolved. 
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and because they suffer when they are unable to fill staff vacancies, 
it is important that thoy pe^rticipate in future targeted progrmns to 
increase the supply of new nurses in underserved areas. When such 
nurae employers work closely with nurse education programs in 
providing clinical experiences for students, they sta.id to gain a 
cadre of graduates familiar with the pperati as of their institution. 
To the extent that they can offer some assurance that they will hire>M 
number of these graduates, they help create an attractive situation 
for potential students. 



Conclusion 

Certain segments of the population are particularly disadvantaged 
both in their access to health services and in their access to 
educational opportunities in nursing. Prominently included are 
minority groups and new inonigrant residents of rural and inner-city 
areas. Strategies to develop manpower to provide more adequate 
nursing services under these conditions require targeted approaches . 
Special efforts must be made to reduce financial barriers to nursing 
education for residents of such areas, to offer reasonable 
opportunities^ for future employment in these areas, and to accustom 
students to the situations they are likely to encounter in providing 
nursing services in these areas. . 

In addition to general educational outreach efforts, nurse 
educators and health care employers can improve access to nursing 
education in underserved areas by cooperating to develop programs to 
ensure that students are recruited from minority groups, that they 
will be given special consideration for employment, and that they gain 
clinical experience in shortage area facilities, e.g., rural and 
inner-city hospitals, nursing homes, and public health clinics. 
Consortia of educational programs and health care facilities may be 
successful in recruiting such students, attracted by improved 
prospects of future employment. Thd facilities themselves may benefit 
by improved prospects of a continuing supply of newly graduated nurses 
who live in their area and are already familiar with their operation. 
Patients will benefit because these nurses are more likely to speak 
their language and to be familiar with their health needs. 

The feder&V government should, therefore, encourage consortia of 
nurse educators and nurse employers by offering institutional and 
student support for educational programs targieted, though not limited, 
to members of minority ^ and ethnic groups. Opportunities for nurse 
education at all levels could he offered. 

The programs should be designed to ensure that the stt^ents, the 
prospective employers, and the educational institutions alj. have ' 
incentives for making the program successful in recruiting and, 
retaininj, students most likely to practice in underserved -settings, 
whether urban or' rural. After initial funding, the continued support 
of the programs could be contingent on the suc.cess of institutions in 
reaching shortage areas and encouraging their graduates to. serve in 
inner-city or rural a^reas. The committee believes that performance 
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incentives to nurae education prograna arc more Ukely to succood than 
the traditional loan forglvonoaa or apodal grant programa of tho 
Daat. largely targeted directly to the student. Additionally, moat 
?o,mnittee'memberB believe that the program- should attach service 

commitment obligations to student aid. ' 'i„n nr 

States should, of course, alao play a major role in sponsoring or 
cosponaorlng nursing education targeted to increaoing the aupply of 
nuraes in underservod areas. Federal initiatLves nhould be offered on 
a competitive basis and bo coordinated with state hxghcr oducation 
agencies, health planning authorities, and other organlaations that 
have the explicit responsibility for planning tho HiBtrlbution of_ 
nursing education resources to meet the state's miroower needs. They 
can make major contributions to the screening - utluation of 

proposals as well as ongoing results. 



RECOMMENDATION 10 

To meet the nursing needs of specific nopulation groups in 
medically underserved areas and to encourage better minority 
representation at all levels of nursing education, the pjeral 
government should institute a competitive program for state and 
private institutions that offers institutional and student support 
under the following principles: 

• Programs must be developed in close collaboration with, 
and irtclude commitments from, providers of health services in 

shortage areas. . ^ 

• Scholarships and loans contingent on commitments to work 
in 'shortage areas should be targeted, though not limited, to 
members of minority and ethnic groups to the extent that they are 
likely to meet the needs of underserved populations, including 
non-English-spea|ting gronps. 

1 "~ '. '■ ' ~ 

Adequate Revenues for Inner-Oity Hospitals 

As a result of severe resource constraints, some very large 
inner-city hospitals, particularly tax-supported institutions, have 
difficulty recruiting and retaining nurses. Constricted revenues 
limit the abilities of these public hospitals to offer competitive 
salary structures and to improve general patient services and working 
conditions. Some factors, such as the location of many public 
hospitals in deteriorating and unsafe areas, cannot be changed by 

★Some committee members question the effectiveness o£ service 
commitment obligations and their equity. - 
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recorranondationa withfn tha purview, of this atudy. However, because 
those institutions serve as the cpmorstone of care for the urban 
umlorserved, the conunittee devoted special attention to their problems. 

Wliile some of the burden of caring for uninsured inner-city 
populations clearly falls upon the private sector-voluntary hospitals, 
the major part falls on public facilities. For example, in 1980, t;he 
Greater Cleveland Hospital Association reported that in its area, 5 
out of 51 hospitals provided 90 percent 6i tho unreimbursed 'care* 
Further, the association noted t:hal 80 percent of all uareimburaed in 
care in Cleveland was for outpatient,- clinic, artd emergency 
services. 37 

In a 1977 report on public general hospitals it was found that 
they offered important services frequently not proV^ided by other 
hospitals. On the basis of 1976 data, it showed that in the nation^s 
100 largest cities, public hospitals represented slightly less than 10 
percent of community hospital facilitfes but provided 45 percent of ^ 
all ambulatory care visits (i.e., hospital clinic visits for primary 
care and special diagnostic or therapeutic services). In these 
citiesi the public .hospitals also provided more than one out of every 
four hospital emergency room visits in the community. One-half of all 
public hospitals in these 100 cities provided neonatal intensive care, 
one-quarter provided alchohol detoxification services, and one-fifth 
provided emergency psychiatric care. 38 These hospitals are also 
often regional referral centers and teaching hospitals. Such factors^ 
combined with the severity of the condition^ of the patients they 
serve, result in high costs — often higher than other hospitals of 
comparable size in their regions. 

Federal and state governments have a substantial respcJnsibility 
for the quality of care in inner-city public and voluntary hospitals > 
most of which serve not -only the. unspojf sored poor, but also large 
numbers of Medicare and Medicaid patients for whom payment of 
necessary expenditures often cannot be fully recovered because of 
presfcribed limitations. M^^^ny of the problems that threaten the 
financial viability of these institutions are created by decisions 
made by governments about reimbu rsement levels and scope of services ^ 
covered by public programs, as welT'^s-by other types of federal 
decisions or nondecisions, such as those related to illegal 
immigration. 39 Faced by a worsening eporiom>, upward pressures on 
public sector spending, and a powerful public mandate^ to decrease 
taxes and government expenditure's spending restrictions are imposed 
on programs that, serve the n^itidn's poor c itizena— part icularly 
Medicaid, the second largest' public sector program*^^ \^ ^ 

Hospitals serving, minority and Medicaid patients \x\ inner cities 
are more financially threatened than are other acute care hospitals. 
The closing of many- state^mental, hospita^ls and the impending closure 
of neighborhood health cehtern in various citic^ compound the 
problemv When such closings occur, displaced patients rely ever more 
heavily on the larger public and voluntary hospitals. Also, as 
voluntary hospitals fight to retain a mix of patients by payer status, 
"and usually by race as well, tKey become less able or willing to 
provide care to increasing numbers of nonpaying patients. Sb-called 



192 



170 



"dumping" or transfer of nonpaying patients from private to public 
hospitals is not a new phenomenon,, but ^it appears to be increasing. 
Xlthough no national data are available, accounts of "individual 
ho^^pital's experiences have been reported by the mediae Cook County 
Hospital in Chicago, for example, recently experienced an increase of 
trans^fers out of private hospitals, from about 125 to almost 400 per 
month. 

Nursi^^g is a particularly serious problem for inner-city 
hospitals .^A^ 1980 survey of mayorS|| city council presidents, and city 
managers of cities with public hospitals reported that next to the 
high costs of such hospitals the shortage of nurses was the most 
important health problem they facedii^^ The 12 hospitals and 4 
long-terra care facilities composing the New York City Health and ^ • 
Hospitals Corporation (HHC) offer a useful illustration. One-third of 
New York City municipal hospitals have 'less than 70 percent of the, 
required number of registered and practical nurses. Almost none of 
the HHC hospitals have sufficient RNs to meet the corporation's own 
standard for. RNs, threerquarters do not have the required number of 
practical nurses, and over one-half are deficient in nurses' aides. ^3 



Conclusion 

Many inner-city public hospitals (county-, city-, or state-pwned) , 
as well as some inner-city voluntary hospitals, bear the major/burden 
of serving the uninsured poor. They generally also serve ^ 
disproportionately large numbers of Medicaid and Medicare patients.. 
Many of these hospitals are teaching hospitals, affiliated with . 
academic health centers , and, serve as regional refefral centers for 
very sick patients who require extraordinary inpatient medical and 
nursing attention. They^also provide, on an outpatient basis, a heavy 
volume of episodic primary care ^nd emergency room services to 
otherwise medically underserved persons. 

Failure of Medicaid and Medicare programs to cover large segments 
of the sick poor, or to allow payment sufficient for these hospitals 
to recover their necessary expenses of the poor and elderly thej^ do 
cover, threatens the existence , of this essential part of . the nation's 
health services. It stands in the w^y of improvements in patient <^ 
services, physical plant and general working, cpnditionsv It' ^ 
contributes to the traditional difficulties that inner-city public 
;hos^ital8 encounter in recruiting and retaining nurses. In short, 
Medicaid and Medicare coverage and payment levels are among the 
reasons that inner-city hospitals have nursing shortages.^ 

The service missions of some hospitals may result in justifiably 
' higher expenses and loWer revenues than those in institutions 
claasified as comparable in scope, size, or service. Differential 
payirfekts can be established to take these factors into account. One 
approach used in some cases of prospective paymen^ or rate making 
involves pooled funds established under state auspices (with federal 
Medicare waivers) in which all payers are required to share equitably 
in hospitals' unrecovered revenues. Although differential payments 
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cannot assure an adequate nursing supply, they may be necessary to 
maintain inst:^tutional solvency* 

As new methods of payment are developed for public and other 
third-party payors during, the coming years, it also will be important 
to allow for the costs of service and management improvements to 
redress past deficiencies. ^ Payment systems can be designed to allow 
for improvements in the working conditions and competitive salary 
structures, (see Chapter VIl) , and thus promote attainment of more 
adequate nurse staffing levels* 



HE COMMENDATION. 11 

Differential allowances inpayment should take into account the 
special burdens on inner-city hospitals that demonstrate 
" legitimate difficulties in financing services because of 
disproportionate numbers of uninsured or Medicaid and Medicare 
patients. Federal, state, and local governments and third-party 
paye»rs shquld pay their fair shares of amounts necessary to 
prevent insolvency and to support acceptable levels of service, 
. including nursing. care. 



Nursing Education for Care of the Elderly 

After examining general problems of underservice and special 
problems of the inner cities, we turn to the largest single population 
group that suffjers from a lack of adequate nursing services — the 

elderly. . ^ . 

Currently, there are 23 million people aged 65 and over; 18 years 
from now, in the year 2000, there will be nearly 32 million. The most- 
vulnerable part of this population is growing at a particularly rapid 
rate. Since 1950 the number of people aged 75 years and over has 
doubled. This group uses hospital, nursing home and home care 
services at rates double or triple^those of the population as a 
whole, 44 

Only about 5 percent of the elderly are in nursing .homes at any 
one time, although one in five will- be there at some time in their 
lives. 45 Thus the vast majority of the elderly live at home-- ^lone.. 
or with their families—or in residential housing for the elderly. 
When these people receive nursing care it is in ambulatory clinics, 
physicLian's offices, hospitals, ^and sometimes at home .^z- Many experts 
on the. needs -of the elderly believe that their health care is not 
properly adapted to their special needs. There is a tendencv for 
nurses and physicians alike to inappropriately dismiss treatable 
synlptoras, too of tea automatically^regarding them as part of an \ 
inevitable, irreversible' process of aging. The result of such 
attitudes is unnecessary disability and institutionalization. Many^ 
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elderly could remain at home, or in a less restrictive environment, if 
a greater emphasis weria placed on their special needs, which include 
attention to preventive care and the active management of both acute 
and chronic. conditions. " . • 

The committees' attempts to understand some of the reasons for 
less thanvoptimal care for the elderly and unnecessary 
institutionaUzation revealed that preparation to serve the elderly is 
rarely emphasized in the education of ^the health service professions. 
Most basic nurse education programs fail to provide either theoretical 
or /clinical preparation in geriatrics or long-term care.^o Even at 
advanced .educational levels such preparation is scarce, 1977 only 
eifeht schools of nursing had graduate programs in gerontology.'*' By 
19*80 only ZO'or so schools offered such education. -Reif and Estes 
sAggest that thVslow growth of gerontology education may be the 
r/esult of the limitVd^availability of funds to maintain and develop 
^uch programs. 49 

/ This lack of focus on the elder ly~4uring the years of educational 
/preparation may be one. reason licensed nurses^are not attracted to 
geriatric care. For example, as noted in Chap ter.^^ only about 8 
percent of all employed RNs worted in nursing homes in^^SO. The 
committee believe.s that if . nursing education were to provid^special 
preparation in all. of the many aspects of geriatric care, licensed 
nurses would gain an. understanding of the special needs, challenges 
and rewards of caring for the elderly, \and thus become' more attracted^ 
to employment in all the settings where those, people receive care— at , 
home, in clinics, in hospitals, and in long-term care facilities. 

In recognition of these problems the Robert Wood Johnson 
Foundation joined with the American Academy of Nursing in sponsoring 
the Teaching Nursing Home Program. In- 1982, 11 academic schools of 
nursing ieceived 2-year grants to develop affiliations with nursing_ 
homes.- The nursing schools are to assume overall responsibility for ^ 
clinical care of the residents. Faculty vfill teach students -and 
staff, conduct research, and develop outreach services; nursing 
students will have clinical experiences in the nursing homes. 

Conclusion " . ° 

The most rapidly growing segment of the population the. 
elderly~is a group particularly in need of the many services that, 
nurses can provide. Among the elderly, those who are age 75 and older 
are the most prone to multiple disabilities and chronic, diseases. 
They use hospital, nursing home, arid home care services at rates 
double or triple those of the population as a whole. Elderly patients 
are found in almost all heal1:h..care settings. Their needs range from 
preventive, dcute cafe, arid rehabilitation services that help them ' 
maintain maximum independent functibriing as long as possible, to care 
that eases the course of terminal illness and its impact on both 
■patients and family. Nursing students need realistic preparation to 
dispel common misperceptions aboiit the "problems of the elderly. 
Neither basic nor advanced nuiising education programs yet focus 
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sufficiently on academic preparation and clinical experiences in 
geriatrics. 



RECOMMENDATION 12 ... 

The rapidly growing elderly population requires many kinds of 
nursing services for preventive, acute, and long-term care. To 
augment t'he supply of' new nurses interested in caring for the 
elderly, nursing education programs should provide more, formal 
instruction and clinical experiences in geriatric nursing.^ 
Federal support of such efforts is needed, as well as funding from 
staties and private sources. 



Upgrading Existing Staff in Nursing Homes 

Although geriatric care in all settings requires special skills 
and knowledge, it is particularly important in nursing homes and pther 
institutions caring for the elderly. The multiple health problems of 
the institutionalized slderly present extraordinary challenges for 
those entrusted with their nursing care. The average nursing home 
patient is 78 years of age, has multiple chronic conditions, and is 
confined to chair or bed. About one-third are severely disoriented 
and 25 percent have chronic brain syndrome. 50 in 1977, skilled 
nursing facilities reported that they provided intensive care to 
almost one-half their patients in the week prior to the-National 
Nursing Home Survey. Yet, the vast majority of nursing care in 
nursing homes is given by personnel prepared at less than the RN 
level. In 1977, tjie last date for which comprehensive information is 
available, only 22 percent of nursing homes had an RN on duty around 
the clock, 71 percent of. nursing personnel in skilled mirsing 
facilities were aides, 14 perceiit were licensed practi/al nurses, and 
15 percent were RNs.51 Aides, generally minimally prepared for 
their responsibilities, provide six times as much care in nursing 
homes as do registered nurses, and five times as much care as do 
licensed practical nurses. They may often perform complex nursing 
tasks. ^ . 

. . No national study has explored the actual tasks RNs, LPNs,^and 
aides carry out in nursing homes. However, a study in Utah elicited 
the opinions of a panel of nurse educators to determine which of 78 
nursinfe tasks could be safely performed by RNs, by LPNs, and by 
aides. The panel judged that RNs could perform^all' 78 tasks, • LPNs 72, 
and aides 51. Survey questionnaires,^^^^ 

LPN , and ah aide in each of 79 nursing homes* wi th reputat ions for good 
nursing care to learn which of thes^^ 

category of personnel reported that they in fact actually carried 
out. The RNs reported that they performed all 78 tasks. So did the 
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LPNs, including six tasks the panel had judged them unqualified to. 
perform. For example, 3i percent of the LPNs reported that they 
regulated intravenous flow, 29 percent regulated bloo(J transfusion 
fl6w, 26 percent inserted nasogastric tubes, 21 percent prepared and 
gave intravenous medications; 5 percent started intravenous fluids, 
and 3 percent started blood transfusions. 

In this same study, nurses' aides reported that they performed a 
far greater number of tasks tlian those. for which the panel had deemed 
them qualified— 74, instead of the 51 specified. For example, 33 
percent of the aides reported jthat they removed fecal impactions, 30 
percent counted apical pulses; 25 percent suctioned patients' noses; 
11 percent suctioned patients' throats, and 4 pier cent prepared and- 
gave oral medication$.52 There is no reason to believe. that the 
nursing services provided in Utah's nursing homes differ from those in 
other states. " 

For the nation as a whole, various estimates have been made on the . 
basis of professional judgments that indicate serious deficiencies of 
nurses in lor^-term care'^ As described in Chapter II, judgment-of-need 
model estimates indicate that nursing homes are grossly understaffed. , 
An estimate published by the Administration on Aging indicates that, by 
1985, 101,000 FTE RNs' would be needed in nursing homes, a substantial 
increase over the 77,000 FTE RNs employed in nursing homes in 
•19-80.53,54 ■ , ■ , ■ r ' ' 

The previous recommeudiat ion, which suggested a way of dealing with 
this problem for future generations of nurses, can ameliorate the 
problem only in the long run. For the short run i upgrading the skills 
of current nursing home personnel appears to be urgently needed. One 
example! of a promising program to reach RNs in nursing homes is a 
project funded by^ the W.K. Kellogg Foundation in 1981. It provid.es an 
interesting example of cbliaboration between educational institutions 
and nursing homes. ;;,Jhe^% of Arizona, California at San 

Francisco, Washington arid ^ have received grants to recruit 

registered nurses .already working in nursing hom^ nurses will 

become qualified as geriatric nurse practitioner^ 3 , 

months on canpusi /followed by 8 months of clinical experience on the 
job under a physician' or geriatric^ 

In-service training or continuing education in geriatric nursing 
for. LPNs, aides, and orderlies^ has been encouraged to some degree 
under the NTA Special Grants prbgi^am. Not less'than 10 percent of the 
$6.2 million FY 1982 funds for special grants was to be spent for 
projects to upgrade the skills of vocational or practical nurses, 
nursing assistants, or other paraprof essional .nursing personne-1. 



Conclusion^ ' 

The many personnel now employed in long-terra care institutions 
generally have not had adequate preparation in caring for the / 
elderly. The quality of care could be improved by upgrading their 
educ at idn . The magnitude 6£ theVproblem ind icate s that f inane ing , 
program, and faculty resources are insufficient and must be developed 
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in many localities. To do this requires federal encouragement to 
stimulate further the cooperation of those involved-- nursing care 
providers, educational institutions and other private organizations. 



RECOMMENDATION 13 

Nursing service staffs in nursing homes certified as ''skilled 
nursing facilities" and in other institutions and programs 
providing care to the elderly often lack necessary knowledge and 
skills to meet the clinical challenges presented by these 
patients. Such facilities, in collaboration with nursling 
education programs and other private and public organizations, 
should d eve 7. op and support progriams to upgrade the knowledge and 
skills of the aides, LPNs, and RNs who work* with elderly 
patients* States should assist vocational and higher education 
programs to respond to. these needs. Federal support of such 
programs should be maintained* 



Adequate Payment for Long-Term Care 

Registered nurses are not attracted to work in nurising homes. 
Working conditions are poor, salaries are low, and fringe benefits 
rarely are offered* Root causes generally are agreed to, be current 
lack of insurance coverage for long-^terra care, and policies governing 
Medicaid payment.; Somers notes that Medicare coverage specifically 
excludes both preventive, services and all but a modicum of long-terra 
care* "The Medicare message to the average patient is clear* 'Get 
well fast or get lost* *"55 Private insurance also generally fails 
to cover long-term. care * Even major medical insurance usually 
excludes care in nursing homes and often limits home. care to full-time 
private duty nursing*56 Medicaid covers long- terra care,, but only 
for the elderly, who hatve completely exhausted their financial ' 
resources * 

Together, the state medicaid programs provide more than 50 percent 
of nursing. home revenues* Current federal Medicaid standards, 
embodied in DHllS conditions of participation, require the presence of 
an RN only for ^ the day shift in skilled nursing facilities (SNFs)* 
(intermediate care facilities (iCFs) can use ah RN or LPN to supervise 
the day shift*) - 

The. problems resulting.from inadequate Medicaid payment for 
nursing home care are generally recognized* TestSnony presented to . 
the SelectCoramittee on Aging of the House of Representatives syers 
that, federal nurse iataffing standards in nursinjsr homes, while they are 
intended to. establish only a minimum requirement:^, have been 
interpreted by Medicaid programs in some states to represent ? maximum 
limit on licensed nurse hours* Mandatory strengthening of thi 
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staffing standards therefore appears to be required to correct this 
situation, and to cvoid penalizing through the payment system those 
homes that choose to provide 'more generous services to their 
patients. More than two-thirds of the nonprofit nursing homes 
represented by the American Association* of Homes for the Aging 
recommended strengthening the standard to 24-hour coverage by licensed 
nurses. 57 However, under the current Medicaid reimbursement system, 
facilities appear to be faced with a choice of paying high salaries to 
;a few nurses or paying low wages to a greater number of unskilled 
aides. 58 / . «, 

Full-time RNs per ipo nursing home beds range from 1.2 in Texas to 
9.6 in Alaska. 59 As noted in Chapter I, RNs have very little time 
to spend with nursing home patients— 12.5 minutes of HN patient care 
per day in SNFs, were one to assume that RN time was entirely devoted 
to bedside care. In fact, most of the RN's time in nursing homes is 
said to be devoted to administrative and supervisory functions. 

Institutional care is, of course, only one component of the .. 
elderly's need for nursing service's. At any one time, 95 percent of 
the population 65 years of age or oV^r maintain their own households 
or live with their families. Many ofv these people, especially at the 
higher end of age spectrum, have disab^ling conditions requiring 
certain amount of nursing care. Many elderly pat ients are in nursing 
homes becauiie they lack access to home nursing 'and other services that 
would erable them to remain at home. , u a 

Medicare does not reimburse for nursing services to the homebound 
unless they are in need of defined' "skilled nursing services.' 
Medicaid pays for home health services to the destitute elderly, 
depending on the scope of each state prograra^s benefit policies. 
However, the araouut. of spending for these purposes has been ^ very 
limited. Up to now, less than 1 percent of Medicaid expenditures have 
been used to fund long-term care outside of institutions. Recent 
changes in the law permit state Medicaid programs to obtain waivers 
enabling them to offer a much wider a^rray of home and community-based 
services to certain categories of people living at home. These 
changes, made in the Omnibus Reconciliation Act: of 1981 (Public Law 
97-35), have stimulated 34 --states to apply for waivers as of December 
1982. The Health Care Financing Administration had appro^^ed waivers 
in 24 states as of that date. 61 \ ^ . . 

The movement to strengthen home care services for the elderly 
received a special impetus from the 1981 White House Conference on 
Aging. Among some 660 recommenddf. ions, those for expanding home 
health care, and other home services received the second highest net. 
, score of. favorable votes. 62 

In 1979 there were. 3,000 Medicare-approved home health agencies 
employing community haalth nur8es*63 ^ number of nurses working ^ 
in home care agencies increased from 6,600 in 1972 to about 20,000 in- 
1979. Such agencies primarily,'. but by no means exclusively, have 
older people as clientn. The new Medicaid waivers are likely to 
stimulate this sector of demand, provided that sufficient funds are- 
made available for the agencies to offer competitive salaries for RN 
and LPN home care nurses. One rasult has'already been to strengthen . 
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nurse practitioner programs. (Nurse practitioners will discussed 
in tViQ section to follow. )• 

It is evident that changes in the payment levelb of' federal 
'programs "^tou Id cause a majoV^inCrease^ demand Jor both home care and 
long-term care nurses. It is also evident that ah increase-^fin, both 
the amount of licensed nursing care in SNFs and ICFs, and an increase . 
in home nursing services, would immeasurably benefit the elderly 
population* * 



Conclusion 

Private insurance rarely offers benefits to cover the costs of 
health services needed by elderly patients at home or in nursing homes 
for long-term illnesses and disabilities. Medicare benefits! are 
almost entirely limited to acute care services. Medicaid provides 
extensive benefits for the destitute elderly in nursing homes, but, in 
most states, restrictive payments discourage the employment of more 
than minimal numbers of skilled nursing personnel. ' ^ ^ 

Among the nursing homes certified for payment under the Medicaid 
and Medicare progrems, almost two-thirds of the patiejits are in homes 
certified either as a skilled nursing facility (SNF) 'only, or as some 
combination of SNF and intermediate care facility (ICF). Patients in 
such institutions are u sua lly^^jBeye rely disabled or ill, and are^ 
frequently disoriented. They o'i'ten^equ ire expert nursing services. 
. Aides. const itute l)y far the largest; ij^oportio^^^^^ nursing service 
personnelp^ih SNFs and cO(nbined SNF71CFs .^^Liciensed nurses (RNs and 
LPNjs) are responsible f or' tfeir^upervisi^^ as well as for the direct 
care of patients, for recordkeeping, and for decisions about emergency 
situations that usually must be made with no physician in immediate 
attendance. Federal certification requirements call for only minimal 
RN staffing; e.g, in SNFs a full-time RN on the day shift 7 days per 
week. Facilities have few incentives to exceed minimal staffing 
standards. Given the magnitude of the nursing requirements ojf SNF 
patients, the committee believes that regulations and payment systems 
should be modified to advance toward the goal of 24-hour RN coverage. 



REODMMENDATION 14 / = ^ 

The federal government (and the states, where applicable) should 
restructure Medicare and Medicaid payments so as to. encourage and 
support, the delivery ^of long-term care nursing ^services provided 
to patients at home and in institutions. For skilled nursing . 
facilities, such payment policies should encourage the continuing 
education of present staffs and tKe recruitment of more licensed 
nurses (RNs and LPNs) , and should permit movement toward a goal of 
24-hour RN coverage. ^ ' 
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Lowering Barriers to Expanded Nurse Practice ^ 

The term nurse practitioner (NP) refers to nurses. whose education 
extends beyond the basic requirements for licensure as a regintered 
nurse and prepares them for expanded functions in relation to 
diagnostic and treatment needs of patients, as well as in primary 
prevention raeasures. Most are prepared in certificate programs, but 
an increasing number are prepared in master's degree programs 
(Appendix 4). This section of the report highlights the potential of 
NPs to provide services to underserved populations and especially to 
care for elderly people. _ 

The National Sample Survey of Registered Nurses, November 1980, 
reported that there^ were more than 16,700 nurse practitioners and 
nurse midwivesf As is noted in other chapters, NPs were employed in 
numerous health care settings. In that year, 5,600 worked in 
hospitals, 4,000 in physicians' offices (including HMOs), and 
approximately the same number worked in public health or community 
health. -Together, NPs constituted about 1.3 percent of the RNs ^ ^ 
employed in nursing. Preliminary data from the Division of Nursing 
and American College of Nurse Midwives show that as of 1982 the 
overall number had grown to more than 20,000 nurse practitioners, of 
whom 2,598. were nurse midwives. 

Nurse practitioner programs currently supported under NTA place 
emphasis on training to meet the particular problems of geriatric and 
nursing home patients, as well as to provide, primary, care in homes, 
ambul'atory clinics, long-terra caije inst it ut ions, and other health care 
institutions. NP'traineeship r:ecipients must agree to practice in a 
health manpower shortage area for a period equal to 1 month for each 
month of ^assistance, or to repay the amount of their assistance. In 
fiscal year 1980 the federal government spent over $2 million on 
geriatric nurse practitioner training programs. ^4 

Nurse practitioners have demonstrated willingness to provide 
needed services* in inner cities and rural .communities. In 1977, 23 
percent of NPs were employed in inner city settings and another 22 
percent in rural areas. 65 Thus, 45 percent of practicing NPs were 
located in the geographic areas of greatest need. (Some nUrse 
practitioner programs specifically prepare NPs,^for practice- in rural 
or other underserved areas, nbtably those at the universities of 
California, Minnesota, and North Carolina. )66 i-^e Graduate Medical 
Education National Advisory Committee (GMENAC) cites data from a 
1976-1977 survey indicating that 10 percent of nurse midwives woi 
communities with populations under 10,000.^7 . , . 

Nurse practitioners and nurse midwives, working under established 
protocols, have proved effective in the delivery of^primary care in 
some settings. Some studies have found that the use of NPs in 
organized health care settings r^^aulted in productivity gains and cost 
reductions. For example",^ Hclv.>*; ^bserved that a physician/ nurse 
practitioner team was more prod^^u live than a physician working 
alone. 68 Such augmentation of. productivity could help make ^ 
physician practices in some underserved/areas financially viable. 

The 1978 Institute of Medicine study on manpower Poii^y for primary 
care endorsed the use of NPs. That report stated: ; « 
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• • • evon with tho projected Incroose in Che supply > f 
physic iansp physician nosistants and nurse practitioners 
have an important role to play in the delivery of primary 
caret Their role in those rut*al communities unable to 
\ support a physician is of particular importance* In the 
opinion of the committee» rural communities with 
\DopulatLon8 of 4»000 or less may be adequately and 
e^nomically served by a physician assistant or nurse 
pi^titioner with physician backupt Evon in more 
poptkated rural communities, they can augment the care 
provided by the physician so that the patient can obtain 
needei primary car.e on a 24-hour basis* In addition, 
new hmlth practitioners can improve access to primary 
care iVi urban settings, especially in hospitals, nursing 
homeB,|and as part of a team in a group practice. 

Moreover, the committee views these* providers as 
enhancing the delivery of primary care by educating 
patient^s to lead more healthful lives. • . By 
concentrating on communication with^patients, (they) 
might help patients to adhere more closely to prescribed 
regimens and to assure increased responsibility for 
their own health. . . 69 

The use of NPs in the care of the elderly has potential for 
improving the health statj^s of this group* A study reports that an 
adult health nurse practLlzioher/physician team delivering primary 
health care to the elderly reduced hospital days ^and the use of 
diagnostic and therapeutic^procedures. '0 A Rand study predicts a 
need for 12,000 to 20,000 geriatric nurse practitioners by the year 
2010, depending on the amount of responsibility delegated by , 
physicians. 71 The study indicates that geriatric "nurse practitioners 
could play a significant role in caring for elderly people. Much 
larger numbers of geriatric NPs have been predicted to be needed by 
that date in estimates beiLng submitted to the National Institute on 
Aging. 72 \^ . 

Two major factors control the extent to which NPs can furnish 
primary care to underserved populations: (1) NP practice is regulated 
by state practice acts that^ define the scope of nursing practice, (2) 
payment for NP services by federal pi^ograms determines the economic 
feasibility of using NPs. In Vecent years, many states have amended 
physician and nurse practice acts to allow new health practitioners to 
perform some medical procedures under various conditions.* Most 
nurse practice acts require physician supervision of NP activities; 



*See Habibi, M. Legal issues influencing nursing practice . 
Background paper of the Study of Nursing and Nursing Education. 
-Available from Public at ion-on-Demand Program, National Academy Press, 
Washington, D.C., 1983. 
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thorofore tho prosonco of NPs in undersarved areas doponda not only on 
thoir own lutor«it, but on thoir Ability to mnka arrangemonti with 
hoflpitaU or physiclcni. Nurse midwivaa, many of whom practico in 
rural and urban underservod areas, also muot make such arrangements! 
In recent years i state laws have become increasingly supportive of 
midwifery practice. The number of states with statutes oVv regulations 
allowing nurse midwives to practice is reported to have increased from 
16 in 1977 to 32 in 1980.73 

The level at which nurse practitioners can be used is directly 
related to the licensing provisions in any given state. State 
legislatorSi in considering changes in nurse practice acts and related 
legislationi usually confer with representatives of, the medical 
profession as well as with nursing groups. There are differences of 
viewpoint as to practice proposals. For example, physician 
supervision ol' NPs may be defined as requiring the presence of the 
physician at the site of practice. Some critics of organized medicine 
have observed that economic concerns may influence the attitudes and 
actions of some medical practitioners, especially in the face of the 
increasing supply of physiciansi However, there also are genuine 
concerns about the quality of care that might be given by NPs in the 
absence of a ph:^8ician. The committee did not attempt to resolve 
these questions becauue its recommendation deals only with nurse 
practitioners functioning organized settings and in joint 
physic ian-^nurse practices. 

Medicaid and Medicare payment policies affect the ability of 
ambulatory clinics, physicians, and health care institutions to employ 
NPs. The Medicaid programs in approximately one-half the states 
specifically provide some type of reimbursement for physician extender 
services such as those by nurse practitioners or physician 
assistants. 74 Federal reimbursement policies in the Medicare and 
Medicaid programs allow institutioijs to include physician extender 
compensation in their calculation of reasonable costs. ^ But federal 
payments for primary care services, provided by 'physician extenders 
outside of institutions, have been restricted. In most cases, 
services traditionally performed by physicians are not reimbursable 
under federal programs when provided by physician exterfdera||^ V 

The Rural Health Clinic Services Act of 1977 (Public Law 95-210) 
eliminated such restrictions in the Medicare and Medicaid programs foir 
physician extenders practicing in certified rural health clinics in 
designated underserved areas. The Act provides payment for physician 
extender services even if not directly supervised by a physician. 
However, where state practice laws require on-site physician 
supervision, their provisions often appear to govern. 

Studies confirm that NPs are/willing to provide primary care in 
parts of rural and inner-city underserved areas where physicians at 
present do not practice. There is, however, considerable .debate on 
the long-term prospects for using substantial numbers of such 
practitioners in ambulatory care in view of the increasing supply of 
primary care physicians. Physicians are increasingly moving into 
small communities. It is not possible now to project how many nurse 
practitioners will be needed in the future and whcyge they will 
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practice GMBNAC oitimatod that the eupply o£ NPb will rl«e to 39,000 
by 1990.76 



Conclusion 

Continued federal funding ie needed for nurse practitioner 
training! Xt ehould, however, be weighted toward supporting the 
training of RHs roost Ukely to practice in underserved areas, In 
nursing. homes, and In'carlng for the elderly In other settings. The 
funding can profitably bo directed at training RNs already living In 
underserved areas or already working In long-tetm care settings, since 
they are most likely to continue practicing there. 

The legitimate role for nurse practitioners Is hampered In many 
Instances by state laws and third-party reimbursement practices. Their 
services In organized settings and in joint physic lan-nurse practlcea 
should bo covered by Medicaid, Medicare, and thlrd-T)arty payers. This 
does not,- however, Imply an intention to restrict payment for services 
that states already authorize. Approximately half the states now 
provide some Medicaid reimbursement for physician extender services 
provided by HPs or physician asslstal^s. Since 1977 the Rural Health 
Clinic Services Act has waived payment restrictions In the Medicare 
and Medicaid programs under defined safeguards where such physician 
extenders practice In certified rural health clinics located in 
designated underserved areas. , 

There are examples of the use of NPs and nurse mldwlves In 
organized health care settings contributing to productivity gains and 
cost reductions. Even with the anticipated future increases in 
physician supply, It is likely that NPs will be needed, especially to 
serve hard-»to*-reach populations, to facilitate new organizational 
arrangements for providing health care in cost effective ways, and to 
augment the quality and amount of care provided to the elderly In 
their own homes and in nursing homes. 



RECOMMENDATION 15 

There is a need for the services of nurse practitioners, 
espedially in medically underserved areas and in programs caring 
. for the elderly. Federal support should be continued for their 
* educational preparation. State laws that inhibit nurse 
practitioners and nurse midwives in the use of their special 
competencies should be modified. Medicare, Medicaid, and other 
public and private payment sy8t;em8 should pay for the services of 
these practitioners in organized settings of care, such as 
long-*term care facilities, free**standing health centers and 
clinics, and health maintenance organizations, and in joint 
physician-nurse practices. (VRiere state payment practices are 
broader, this recommendation is not intended to be restrictive,*) 
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^Financing Recdmraended Actions 

'The committee has presented , recommendations in this chapter that 
would involve redirection and reauthorizaticm of a nmober of NTA 
programs designed to alleviate chronic nursing shortages for various 
. geographic areaa,. population groups, and institutions^. These • 
'approaches can be grouped as (1) manpower distr.ibutd'^^ to 
facilitate the education and. employmentr of indiyida^^ to 
work in^rural and inner-city araas, including nurse practitioners; (2) 
c. payment changes^. to enable" skilled nursing facilities and inner city 

* hospitals to 8upW)r.t. accepta^e I^^^ service^ including^ore 
adequate nursihg^^re in such institutions, and to facilitate the 
employment of nurse practitioners to care f^r rural and elderly. , 
patients; and (3) policies to improve nursing care for the elderly 
through incentives to educatioriar-institutions and health care' 

^ providers, first by enhancing the geriatric component of educational 

programs so that new graduates will be more likely to wartt to work with 
" • the elderly and be more skilled in doing, so, and second by improving 

the skills and knowledge of all levels of nursing personnel who already^, 
care for elderly people in long-term care institutions, 

* Manpower Distribution Policies ^ " . 

The principal recommendation in this category suggests incentives 
to states, educational institutions, and health care providers to 
develop consortia and model demonstrations that address, specific 
I * shortage problems in medically -underserved areas • A key s^ategy is to 

^ . bring educational opportunities to potential students who Already live 

. , in thbse areasV The conmittee is not suggesting a large-scale program 

of diffuse student and institutional support as occurred in the past, 

but rather carefuVly^rgete^ ^^^^ ^/^^ ' 

attract, added local resourcee.V , . 

Past federal expenditurei3 address nursing maldistribution 
problems were included among the Nurse Training Act authbrizations^for 
loans and scholarships fdr diiskdvantaged people, special projiect ^ , 
grants , and training for nurse practitioners . These.: loan appropriations 
peaked at $33.5 million in 197i6, at which time $12 million ^W^ 

"--^--^^ avai lable in scholarships . By 1 98i , the loan programOh^ 

to^$7.5--million-and-the-scholarship" progrM^^^ ■ ^ 

many nursing schools still have large cash balances in the r^^^^ 
program, totaling $54 million nationwide, and substantial amounts, are 
owed in delinqij^nt loan repayments, some of which may be rilpaid,77 
These funds presumably could be retargeted to support a substantial 
number of loans through 1986. (the end of the period during which the 
money may be re loaned) . In addition, a relatively small, amount of new» 
-funds for loans targeted to educational activities in underser:ved areas 
would speed improved geographical distribution. 

— Federal capitation (no longer authorized) and special project funds 

(authorized in 1981 at about $12 million) , which had many purposes. 
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have also been used to address problems of underservice . Some of 
these funds have been used to develop/ innovative outreach and ^ 
collaborative programs, recruit disadvantaged students, and improve 
the distribution of nurses. 

In sura, many of the committee's objectives and strategies have 
been stated among the b'bjectives of past federal efforts, but the 
impact has at' times been lost^ecause of. diffuse funding arrangements. 
Furthermore, inadequate data and poor institutional .records have 
frustrated the evaluation of their impact on the intended problem 
areas. In view of federal budget constraints the . committee believes 
that levels of funding as. high as in the past may not be feasible or 
even necessary. Rather, ^smaller but more carefully targeted ^ 
expenditures would be effective to develop concentrated approaches to 
the problems, of recruiting minority arid other students who are likely 
to work in underserved settings. The recommended activities to 
stimulate consortia for underserved areas could be supported. by 
appropri'at ions for spec ial projett grants and contracts at about the 
19.81 level. 

In addition to the; need for ;generali.st RNs to care for underserved 
populations, the committee sees a need for„nurse_pract it-ioners -feo-care 
for elderly clients and provide primary care in underserved areas. 
Specific federal support for nurse practitioner education programs has, 
been author i7^3d under the. OTA since 1976. Funding was at the $13 ^ 
million level between 1978 and 1981. Although in recent years .special 
consideration has been given to institutions that prepare nurse 
practitioners to deal^with the special problems of geriatric patients 
at home and in nursing homes and to serve in health manpower shortage - 
areas, many NPs sul^sequently find employment elsewhere. TIP students 
have also been assisted. by Traineeships for Advanced Training of 
Prof'essional Nurses. This program supports a whole range of advanced 
nurse education. ^It^ was also funded annually at about_$13^^^ 
between 1979 arid l§8i. The cornra fundirig at 

present levels for the education of nurse practitioners, but with 
stronger program incentives for them to work in underserved areas and 
in the care of the elderly.^ ■ - 

Payment Changes ^ _ ' - — - - 't ' 

Manpower policies address only part of the underservice problem. 
Perhaps the most important obstacle to adequate nursing care for 
residents of skilled nursing facilities and ^atierits in inner-city 
hospitals is in the lack of financial resour^ces in these 
institutions.- The committee has placed no>explict price tag on these 
recoraraendat ions because they are par tvan4 /parcel of major program 
reforms required in Medicare and Medicaid payment systems to assure 
:^J:hat cost constraints are balanced by broad equity considerations. . 
'Any 'added costs are riot iEdi attributable to nursing, although . 
nursing imprdveraents are intended as one of the results of more 
adequate payment for total care. 
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Improving Nursing Care for the Elderly 

Training of all levels of nursing personnel, including aides, ^ 
LPNs, and RNs,; has failed to pay sufficient attention to the special 
problems of caring for the elderly. We have recommended that 
educational institutions iit collaboration with providers strengthen^ . 
their curricula to remedy this situation by encouraging more nurses to 
pursue careers in geriatric nursing. We also see^ a need for 
continuing education to upgrade the skills and knowledge of those . 
currently employed in long-terra care. Providers and educational 
institutions should take the lead and primarily bear the costs of 
developing both these types of educational programs, with additional 
financing from state agencies and foundations. 

The federal. contribution to such improvement and to efforts to 

upgrade the skills of LPNs , aides (nursing assistants), and other 
•nursing personnel has been expressed in/ the pas1: prirajarily^ through the 
NTA special projects grant program. In the Omnibus Reconc iliation Ac t 
of 1982, Congress stipulated ttfat not less than 10 percent of special 
project funds be devoted to upgrading the skills of vocational or 
practical nurses, nursing assistants,, or .other paraprofessional 
nursing personnel. At the same time, however , Congress eliminated 
from the authority support for curriculum improvements and short-term 
in-service training for aides and orderlies. The provisions that^ 
remain could nevertheless' allow for greater federal participation to 
implement the committee's' recommended actions to improve geriatric 
nursing care. The coramj.ttee believes that if special project grants 
were funded at a level equivalent to the average of 1980-1982 ^ 
appropriations ($11 million), the federal -share of the committee s 
recommendations could be accommodated. 
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CHAPTER 



Improving the Use of 
Nursing Resources 



Prompted by a concern that the working conditions of many nurses 
were driving them out of the; profession, or at least out- of certain 
health car(e settings/ Congress asked this study to suggest actions 
that would encourage re teritibn of ^^n^^ In its review of possible 

reasons for nurses leaving J ■ 
managment decisibns-^st^ the supply /^f and demand -for 

nurses . . Such dec is ionb 'are major d 

expect opppr tuni t ie s i for career advaiic^^^ and whether the work . 
environment can accpmmVda^ responsibilities. 
In light of its^ charge to determine^ for nurses, the 

committee was concerned that hospitals m be doing all they 

could to maximize the use; of the exist i^ 

The emphasis in this chapter primarily is on hospitals, the ^ 
largest employment setting. Because nursing homes arid some kinds of 
hp8pitals---particularly those located iin and rural 

areas — face the fundamental financing and other constraints described 
in the previous chapter^ their flexibility in implementing innovations 
is sevierely hampered; Nevertheless,, they may find the. discussion^ 
■helpful.- .■/' '' ■;'■ ■ ■ ■ ■ • 

. The Effects of Management Diecisions. on Supply and Demand 

The decisions- health care institutions make about the nature and . 
volume of the ir services shape the ^ d These decisions 

ar e~in tluenc ed-byr-techn^^^ 
dollars , consumer demand, and t^ 

prerogatives in the i?ract ice of icinie and nursing. 'To illustrate, 
the decisions of many hospitals) to operi^^^^^ 

units, ■which have high nurse staff iri , greatly increased 

the overall demand for riurisesA^ 

Planning of future need is f^ the 
. vairiety of skills ^arid kribwl^^ represented in the c 

nurse sup ply . " > We have observed that many hosp it al s appear to be 
moving gradually toward a greater proportion of registe 
(RNs) in relation to other types of nursing service personnel (see 
Chapter II, Table 10)/and that the nation's supply of RNs with 
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baccalaureate and advanced degrees is gradually increasing. Theisie 
developments, coupled with the trend toward educational advancement 
and recruitment into nursing schools of nontraditional students with a 
variety of educational and experiential backgrounds, suggest that 
employers face ever more complex personnel and staffing decisions. In 
establishing policies that take into account the growing specialization 
and differentiation among variou% nuriaing roles, employers have an 
important share of the responsibility for creating career opportunities 
and policieis encouraging educational advancement that could be 
important in keeping nurses in the labor force. Employers also have a 
strong influence in whether nursing is viewed by potential candidates 
as a desirable lifetime career. , 

Because financial constraints /probably will limit expansion of 
nursing education during the remainder of the 1980s, managers must 
examine how to adapt to local supply conditions without simply calling 
for additional education slots • This may mean developing stratejgies 
to increase the number of hours that part-time nurses work, encouraging 
inactive nurses "to reenter the fie fd, adjusting staffing patterns to 
make more effective use of current staff, or reducing excessive 
turnover. . . 

By directing this study to develop recommendations t^o encourage 
nurses to remain in or reenter the nursing profession, "including 
actions involving practice settings conducive to the retention of 
nurses," the congriessional mandate clearly broadened the audience for 
this-report to include not only federal and state governments but also 
the private sector. Many remedial actions can be carried out only by 
those who set organizational v management,- and personnel policies ^in 
hospitals, nursing homes, health maintenance organizations, public, 
health departments, and all other agencies that employ nurses. The 
activity of the National Commission on Nursing between 1981 and 1983, 
with its broad representation of health^care industry and. professional 
leaders, indicates a heightened awareness among national health 
organizations of their responsibilities to provide leadership in , 
solving the problems of nursing and nursing education. There is no ; 
lack of example's of individual institutional innovations to be 
explored; the question now is what kind of supporting groundwork must 
be laid to ensure that ia^portarit issues remain on the agenda and 
workable ideas are widely disseminated 



Job Turnover and Attrition in Nursing 

' ■ • • ■ i . • . ■ ■ ■ ■ 

It has been comraonly accepted :^that job dissatisfaction, among 
nurses has resulted in large .numbers leaving the profession. It is 
also asserted that many nurses change jobs frequently, causing 
excessive turnover in hospitals. Reqent national aggregate data, do 
not^support these generalizations. - 

Although approximately 388,000 RNs are not now employed in 
nursing—about 24 percent of the total 1.6 million licensed RNs — they 
appear to have dropped out , largely for family or other personal 
reasons, not because of dissatisfaction with their profession. Figure 
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14. depicts the composition of the pool of inactive nurses. Many of 
those riot employed nor seeking employment appear to have concentrated 
on raising families or to have retired because of age. Less than 5 
percent of the total suppiv of RNs who are working are employed 
outside the health field. 2 

Turnover rates, indicating attrition from a particular place, of 
employment, are lower now thanXthey have been in the pagit. Early 
studies of nonfederaL general Wspitals in 1954 and 1962 found 
turnover rates to average 50 percent (a level 3 times that of^teachers 
and 1.5. times that of social worker^s^ during the same period) .3 
Recent studies estimate that by 1982 the turnover rate had on average, 
fallen to between 20 and 30 percent per -annum for full-time RN 
staff .^1 5,6,7 • : . 

For the average RN today, turnover rates do not appear to be any 
higher than^ for women in many other occupations . Among all working 
women, the average tenure per job in 1978 was about the same in the 
health industry (2.7 years) as in all industries ( 2*6 years) . It was 
even higher (3; 5 years) among professional women in health, (presumably 
mostly nurses) than for women in the nonprofessional occupations (1.6 
years) .8 ' . 

Nurse recruiters from more than 400 hospitals respfbnding to the 
annual .surveys of the National Association of Nurse Recruiters (NANR) 




FIGURE 14 Characteristics of registered nurses not employed in 
nursing, November 1980. SOURCE: From DHHS, HRA. The registered 
nurse poP^^at?ion,/ari overview. From national sample survey of . 
registered nurses, November 1980 » Chart 2, p. 7. 
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report 'i- Steady 3-year decline in annua! turnover rates: 30 percent 
in 1980i 27 percent in 1981, and 23 percent in 1982. These self- 
selected hospitals may be ones with the most difficult recruitment 
and/or turnover problems, and thus cannot be said to represent a 
reliable sample of the "nation's community hospitals. They nonetheless 
constitute a sizable group, and they spend an average of almost 
$100,000 per year on recruitment .9 

iS/trend of moderating turnover seems to be confirmed by^ 
information from several states. A Maryland Hospital Association 
survey, for example, shows a drop in turnover of 12 percent over 2 
years in the Washington, D JC. , ""metropolitan area, from 36 percent in 
1980^ to 20 percent in 1982'. 10 Recent reports from California 
^ri^licate a turnover rate in 1981 of 37 percent, appairently ^higher than 
the national average, but nonetheless the lowest in the state since 
1977,11 In North Carolina, hospital turnover rates declined from 
23.2 percent in 1980 to 22.1 percent hy September 1982.12 

Although poor retention and high turnover in nursing may be less 
severe than commonly believed, the committee concludes that serious 
problems exist in the management of nurse resources. National data 
may mask the problems of individual localities and health care 
institutions. These problems possibly could be relieved by attention 
to basic human resource management principles that often are a:bsent 
from niiirse employment ^nd that hamper quality of patient care, 
productivity, and the attractiveness of nursing as a profession. 

The exact reasons for the lessening of nurse turnover rates are 
unknown.. The state of the economy may contribute to it, as may 
improved management practices in some segments of the hospital 
industry. In any cas6, the average turnover rate fot hospital staff 
nurses now appears to be. approaching those of non-manufacturing and 
nonbusiness industries (tax exempt" organizations and government 
agencies), which have ayerage monthly rates of about 2 percent, or an 
estimated 24 percent annually. 13 

' Nothwithstanding these indications of mprovement, the committee 
'views turnover as k continuing problem. Rirst, it is difficult to 
determine whether turnover will contin^e^^t current rates once the 
economy begins to improve and o the general reluctance to change 
employers during a recession dissipates.^ Second, the costs of 
turnover to hospitals can be appreciable in terms of the . loss of 
investments in orientation and recruitment, because substantial costs 
are associated even with a relatively loW turnover rate. The American 
"HospTtal^sTocyiTt^^^^ 

recruiting a staff nurse are $526, plus $1,300 for orientation. 1^ 
These costs mount considerably when they are multiplied by the numbers 
of nurses .that must be replaced when turnover is high. 

Although the costs of avoiding turnover by paying higher salaries 
can at times outweigh marginal investments in reducing turnover rates 
for a hospital, it is difficult, to quantify .the effect of excessive 
turnover on quality of care. For example, the resignation of one 
experienced surgical nurse can seriously diminish the safety and^ 
effectiveness of an entire surgical unit. In light of the changing 
case mix, intensity service, and growing complexity of hospital 
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organization, managers must learn to recognize, as many successful 
business enterprises do, the value of experience and thus the 

importance of low turnover. , ^ - r . i 

Researchers interested in developing a causal model of professional 
turnover have recently focused their attention on nurses. 13, 16 At 
this stage, the research points to the need^for n||nagers to examine 
more closely their policies with respect to opportunities for 
continuing education, career advancement, staff assignments, channels 
of employee communication, workload, and organizational 
characteristics. All of these factors can affect nurses' perceptions 
of autonomy and appropriate coliegial working relationships with 
physicians and other hospital personnel. 
\ The importance of these factors also was apparent in testimony and 
\anecdotal evidence received at both the open meeting of this Institute 
of Medicine committee and TOie regional hearings of the National 
Commission on Nursing. Many nurses described a variety of work-related 
frustrations that affect their attitudes toward their work. Even when 
they^do not result in turnover, high-quality patient care and optimum 
productivity cannot be achieved if nurses are discontented. Other 
than for newly licensed nurses, there are no national survey data to 
delineate the important qualitative aspects of nurses' professional 
and role dissatisfaction, its nature, and its extent. Available 
studies often are limited to particular geographic . areas, and many 
have insufficient response rates. • u * 

Nonetheless, these studies are useful in that they* suggest the 
types of frustration many nurses experience in their work situations. 
A review of recent surveys identified factors most frequently cited by 
nurses: attitudeand behavior of nursing managers; limited 
professional growth, advancement, achievement, and intellectual 
environment of the practice setting; salaries; schedules; 
relationships with other nurses; and working conditions characterized 
by understaffing, lack of recognition, too much paperwork, poor 
relationships with physicians, an oppressive organizational hierarchy, 
and little job security. 17 In her critical review of the literature 
on nursing job satisfaction conducted for the study, Stuart notes that 
every major study of this issue since the 1960s has pointed to the 
factors of autonomy, interpersonal relations, and job status as 
critical components of overall job satisfaction.* ^ * 

Data on newly licensed RNs, however, indicate that there is no 
widespread job jiissatisfactibn among these younger nurses. In 1980, 
among 47,143 newly licensed RNs who reported to the National League 
for Nursing annual survey 6 months after initial liceneur^, 82 percent 
said they were satisfied and 81 percent believed their skills were 
adequately utilized. These responses varied only slightly according 
to the type of educational program in which the respondents had been 
prepared, and by geographic region. 1-9 In a study of tumov^- 



* For detailed discussion, see G.W. Stuart. Nursing role 
satisfaction. Background paper. ■ 
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Weisraan sirailarly found that younger ^nurses in their first year of 
employment were less likely to resign than midcareer nurd>es. She 
concluded that ^these more experienced nurses might be persuaded to 
remain if they had greater promotional opportunities and salary 
increases. 20 

Improving Career Opportunities and Working Cpnd it ions 

Although this study coranittee cannot find convincing evidence to 
support the perception that ^the retention of nurses in the profession 
or the high turnover rate are problems beyond remediation by the 
industry, there nonetheless are problems of national importance in the 
work environment and lack of career opportunities of many nurses. 
These problems, wlj^ether or not they lead directly to high turnover and 
dropout rates, contribute to the inefficient utilization of the nurse 
supply and diminish"the attractiveness of the nursing profession. 

Hospitals in the forefro"" of change are beginning to respond to 
nurses' aspirations and the icre as ing diversity and differentiation 
of their jobs.21 ^ Howeverj general, career opportunities, salary 
structure, and work enviro' for nurses are aJ.ow to change. 

This coraraittee believes \. • not in a position, to draw 
conclusions about the relative emphases* the industry should place on 
the criteria of educational credentials, performance, length of 
experience, and special talents in assigning nursing job 
responsibilities or making promotions. Even if the research evidence 
were more convincing . than it JLs at present, the nursing profession and 
employers of nurses have the primary responsibility to develop 
staffing standards and implement organizational changes. 

There are three problem areas that employers cannot afford to 
ignore: (1) lack of opportunities for clinical career progression 
with differential salaries and responsibilities, (2) relatively low 
salaries except. at entry levels7 and (3) working environments that^ 
limit participation in patient care and institutional decision making 
and that are characterized by poor interprofessional relationships. 

Lack of Opportunities for Career Progression 

Many nurses have had little to. lose by changing jobs frequently or 
by dropping out of work for periods of time, because rewards for 
, continuous job tenure, especially in clinical nursing, appear to be 
minimal. 

Multiple regression analysis of data from the National Sample 
Survey of Registered Nurses, November 1980, confirms the perception 
that employers do not pay a premium jEor experience' (Appendix 7). RNs 
"j^ployed full timej,received on the average only about $140 per year 
for each year of additional experience (controlling for other 
variables including educational background, job position, geographic 
region, race, and sex). However, again holding other variables 
constant, attaining a graduate degree or pursuing a career path in 
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administration does lead to significant salary differences-average 
annual salaries , are about $2, 200 and i6, 500 higher, respectively. 
Also, the rapidly growing number of nurses with positions as clinical 
specialists are being rewarded with high salaries; controlling tor 
educational background, experience, and other, variables, the clinical 
specialist title is on-average worth an additional $3,500 _per^year. 

These determinants bf wage dif £erenc>s-^g nurses with different 
characteristics are germane to this discussioni but the variables 
included in the 1980 National Sample Survey d<i^ot account for most ot 
the variation among nurse salaries. Other factors, suc> as the 
condition of local labor- markets and detailed characteristics of 
employers not revealed by the' broad categories of the survey, may 
explain why some nurses earn mord-^than others. ' „. . 

Too many institutions st-iU. view nurses primarily as job 
fillersLt' However, although some nurses may only want jobs, many want 
careers. Friss identifies three groups of nurses in hospitals. The 
first, or 'core group, are committed careerists for whom managers must 
design an incentive structure that takes into account long-terra needs 
for Earnings, tenure, and professional stimulation. The second group . 
consists primarily of part-time nurses who- often are perceived as 
unmotivated transients, but may also be viewed as career negotiators 
"seeking to achieve balance among competing demands in their lives, a. 
th'ird group are potential careerists who raay benefit from learning 
about existing career paths or training opportunities.^^ - 

Career-oriented nurses present difficult challenges to health care 
raanagers but 'iraportant opp(^rtunities as well. Hhey demand educational 
opportanity for professional advancement and more authority to raake - 
decisions about patient care, to develop their own operating policies, 
and to influence the larger institutional resource allocation 
decisions that ultimately affect nursing practice. Health care 
executives should not respond to these pressures merely to pacify 
nurses on the staff but should take the opportunity to create nursing 
service departraents that reflect the differentiated responsibilities 
and expertise inherent in raanaging what soraetiraes are mult imillion 
dollar nursing enterprises that deliver an impressively wide range of 

'°^'^Thrmatching of varieties of, expertise to specif ic jobs in a large 
healtilS-care facility is -not easy. It begins with an institutional 
coiomitment to incorporate nurses into the senior executive team and 
continues down the supervisory ladder with nurses who can manage staff 
effectively. Advanced clinical knowledge is required to manage 
differing patient needs in most average-sized hospitals. Anew 
combination of managementf^^nd clinical talents is required to assure 
accountability for patient care and warrants recognition with new 
rewards along clinical :as well aS administrative paths. In many • 
areas, such as long-term care, opportunities exist for members of the 
nursing profession to take .administrative as well as professional 

leadership. v ' - ^ i • 

In summary, nursed, like everyone else, prefer to work in 
weli-raanaged, fairly predictable environments where they^ know, they can 
•advance in. their careers and feel that their professional skills 



contribute significantly to the institution's mission. By providing 
an environment where this sense of career can be developed, employers 
will benef it . i^ ,the long run. A certain amount of turnover is 
inevitable, because not all nurses are interested in long-term career 
progression. However, the coram^tee strongly believes that a cadre of 
well-qualified nurses committed to institutional objectives can help 
to improve productivity and quality of care. 

Employers are experimenting with a number of techniques to engage 
and retain career , nurses in addition to/ the salary changes discussed 
in the following sections. One set of strategies involves 
restructuring the workplace, not only in schedules and incentives to 
work less popular s^iifts or positions, but also in reorganizing the 
delivery of nursing services in the institution so that patient needs 
based on severity of conditions are more closely matched to the 
ability level of the staff. 

A seconcT set of strategies^ is to improve interprofessional 
"relationships. The place of nursing in the management structure can 
be given a larger voice in resource allocation decisions and in. 
setting hospital policies and procedures. Restructuring in some 
institutions has decentralized authority and accountability in-order 
to free nurses to have greater autonomy in fulfilling patient needs. 
Also, attention has been given to physician-nurse relationships both 
to discover approaches to -reducing conflicts and, more positively, to 
develop collaborative ^approaches to patient care. 23 Finally, there 
appears to*be an interest in sorting out functional relationships with 
other- hospital workers — nursing assistants, unit clerks , pharmacists, 
and technicians — ^to differentiate more clearly the scope of nursing's 
contributipn so that nurses can be employed efficiently, 

A third set of strategies' is a retenfion-oriented approach to. 
recruitment that seeks to develop for the nurse a commitment to. the 
institution as well as a career in nursing. Whether a new or an 
experienced RN i is being recruited, opportunities that will enhance 
clinical expertise and develop- other nursing interests could be 
effective. Management can help RNs realize their short- and long-term 
professional goals and develop their institutional loyality by 
assessing each nurse's capabilities, employing them appropriately, and 
developing individually tailored plans for educational and 
experiential opportunities." This may include helping nurses with 
financial support and released time to pursue continuing, certificate, 
and graduate education. These nurses can also be enlisted by the 
hospital as an educational resource to stimulate and act as mentors to- 
less experienced nurses. 



Salary 

Between 1972 and 1981, earnings of general staff nurses in. 
hospitals did not keep pace with inflation. In real terms (adjusted^ 
for changes in the cost of living), salaries declined at an average 
.rate of almost 1 percent per year over the 9 years. The rate was not 
constant, however. From 1972 to 1975, real earnings declined by 4 
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percent; between 1975 and 1978 the decline wa8;^only 1.6 percent, but 
steepened to 2. i percent from 1978 to 1981.24,25,26 por example,, 
between 1978-1^81, although nurses' salaries in dollars increased by 
35 percent, their real earnings (i.e.; purchasing power) decreased.^' 

However, nurses' earnings grew slightly inor< rapidly^ between 1978 \ 
and 1981 than the salaries. of ^otiier„hospital.enipl 
Table 31 illustrates that staff nurses have iipproved their salary, 
position in relation to most other hospital wbrkers, but remain below 
electricians, social Workers, and pharmacists Over ^t his period, 
nurses in administrative posit ions ^have made minimal gains relative to 
the staff nurses they supervise. / ^ ^ 

Observers also have questioned the extent tu which nurses 
salaries fully reflect education', . responsi^^^ and work 

environment, 28 ,"29 in 1978, general staff nurse's, working in 
hospitals earned approximately the same amount per year ($14,270) as 
did school teachers ($14,200) ; about ,$4,000 per year more than all. 
female professional, technical, and kindred workers; and about $1,200 
per year m'Dre; than production workers in manufacturing 
industries. 30>31 in general, earnings in occupations with a large 
number of women are lower than in occupations whose incumbents have 
similar .educational backgro^^^^ who usually 

are men.32, 33 Data from the 1970 census showed that RNs , who worked ' - 
full time earned $5,603; a person with equivalent educational ^ 
attainment and^median age in a comparable .occupation-nnathematical 
technician, in which 95 percent of employees are men— had earnings of 
$10,331.34 - 

In 1981, RNs ranke'd 15 among the 20 occupations with the highest 
median earnings for women employ eel full time. RN earnings^of $331 per 
week followed the highest earners, operations researchers ($422), 
computer systems analysts ($420), and lawyers ($407)--all of whom 
lagged behind the top 20 male-d'orairiated occupations..-?-^ 

Recent court cases have raised 'the issue of equal pay for 
comparable work. One of these cases involved nurses employed by the 
c ity of Denver who brought a lawsuit under. Title VII of the Civil 
Rights Act alleging that male-dominated professional occupations were, 
classified separately from nonprofessional positions, the result being 
discrimination by sex .in determining how wages or compensation were 
paid. Nurses were all classified together regardless of training, 
education, and practice. This case was lost, but the issue of equal 
pay for comparable work remains alive»36 ^ , / 

Although* this discussion does not prove that nurses are- underpaid, 
the question remains -whether they receive fair remuneration, and ^ 
whether nursing will be atole to continue to attract- enough qualified 
new jmembers to the profession. ^ ' 

, ■ ■ • ■ ■ ■ - . ' ; . ■ } ■ 

Work Environment ' ' ■ 

Surveys over the years have identified many reasons for discontent' 
among nurses , ^ of ten involving features of the nurse's work 
enviroimeni— internal relationsKips, scheduling problems, and physical 
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aspects of the work setting«37 without bcflittling these factors, 
attention should* also be paid to more fundamental problems. "Aydelotte 
identifies the basic need for organizational rearrangements both at 
the nursing department level,, and at the institutional level. She ^ 
observes that the purpose of change within the nursing department 
should be to improve nurse-to-nurse relationships, nursing image, and 
the--nurse-^s-own-ft>elings-about-work-and— its-org^^ 

self worth. 1 At the institutional level , the purposes of change are to' 
enhance comraunication, to bring many points of view to bear on . 
problems, tO; integrate d wider fiet of -"^opinions and knowledge on 
problems, ah4 to .utilize the expertise that nurses have to offer. 38 

There is^ therefore, a need to develop the capacity of health care 
institutions land nurses to addreiss issues in a muttxally satisfactory 
manner. It niust be recognized that some characteristics of nursing, 
particularly in hospitals, are inherently difficult. These -include 
the close working proximity of .occupations that Have conflicting 
professional norms and perceptions, the requirements of 24-hour 
coverage, services entailing life-and-death decision making, . and the 
complicated regulatory and financial pressures , that shape, 
institutional resource allocation. , . 

These problems are manifest in different degrees in different 
institutions as well as- different linit^ of the same facility, A 
challenge to managers is to reconcile the concerns of nurses fairly 
with the realities of. providing hospital services within the limits of 
resources. In some instances, ' this ^rec one iliat ion process may be 
forcefully placed on management's agenda by nurses' organizing into a 
union, which has been described as a response to their "inability to 
communicate with management -and their perception of Author ij;arian, / 
behavior on the part of management . "39 In other instances, . 
hospitals have created structures that enhance employee manage^raent 
principles of comraunication and al-s,ense of participation in the 
decisions that affect the- nurse's daily wbrklife. 

The work environment has been referred to consistently throughout 
this chapter as a key factor in whether nurses remain in a particular 
facility or in the practice of nursing. Although the focus has been 
on the RN and to .a lesser extent the LPN, a small but growing^ody of 
labor union literature suggests that /the problems identified and 
voiced by the RN population are echoed among ^11 levels of nursing and 
ancillary personnel. Sexton has identified "eleven S's" in her 
analysis of work-related issues affecting nonprofessional personnel. 
The issues repeat those identified' for RNs : security, staffing (and , 
speed-up) , .scheduling, stress, safety, sick-(:ime^ sexism (and 
segregation), step-up (promotion and upgrading) , supervision, 
schooling, and speaking out.^^-^ 

The issues identified, except ^f or sexism, atia those r.oramon-4:o any 
labor movement . - What thija suggests , 'however , is ' that unl.^,ss - 
management deals with: the issues in :a^^ perceived as 

responsive to the eiraployees' need^^ as it 

did in industry when: managemSVit Jwa^ : 
not historically been readHyf organized, b^ a 
push to the healthfcare inidustry by organized labor may change the 



character of management /labor relations in the 19808, and subsequently 
the supply and utilization of RNs and all other health care 

manpower. ^0 . ^ ,„ . 

In summary, the problem of the work envirormertt is not simply a . 
collection of static grievances, nor is it any one characteristic of 
the Wk situation, such as lack of autonomy. These are aspects of^ 
_the-.larger_problem_of_nuraw_whQ_arAjjiMMuately_Rre 
in bureaucratic organizations that are themselves not structured to 
cope adequately with a cadre of professional employees performing 
under a variety of stressful conditions. 

' V' " . ' ^ 

Inactive and Fart-Time Nuvses 

Over the past two decades certain geographic areas, certain 
segments of the health car-e industry, and many health care 
institutibns have had difficulties in attracting and retaining 
nurses . Others have not experienced such problems . Over ^ this same 
period there have been wide swings irt the general perception of 
national availability of nurses. Even during the course of this 
study, the labor market outlook in some areas has. changed dramatically 
from one of severe nurse shortage to licensed nurses having difficulty 

finding^ jobs . p^^^^^^g^ -^jig-p^g^d ghortage , . the health industry has 
■ f ocused its attention on the capacity of the educational^ sector to 
produce greater numbers of nurses. Depending on particular* local 
circumstances, rtew investments in nursing education m 
however, new graduates are not the only means of increasing the 

effective supply of nurses. '~ 

Even though laborSforce participation rates for nurses are ^ _ 

generally high, hospitals and other employers experiencing chronic 
shortages may not be ^taking full advantage of various techni^^ to • 
make better use of the number of nurses in the existing supply. , 
' Part-time nurses can be encouraged to work additional 
inactive nurses can.be persuaded to return as part- or full-time 
employees . there has been a failure on the Mrt of many health care 
facilities to diagnose correctly the causes ff their specific 
vacancies and to select the appropriate remedies; 'Generally, this _ 
requires addressing some common, barrifers to greater participation of 
nurses in the labor force, including nurses' family responsibilities, 
lack of sufficient economic rewards, lack of sufficient noneconomic 
reward8,.and out-of-date knowledge and skills of nurses who have been 

inactive. ^/;'-';^\v''''''''<^'''-'^''"-:;'>--\^'^^^ ■ . „ 

The committee does not wish to suggest that part-time work is 
dysfunctional in itself; in fact, it meets the^needs of many nur?eg 
and Employers alike. . .However, when the labor force is not sufficient , 
. it may be the fault" of employer practices that discourage nurses who 

might otherwise work more. v';-; ,y ■ „., ■.'■ 

. - A higher proportion of licensed RNs work than do women in^ general^ 
(and that proportion increased from 70 percent in 1977 to'76.4^percent 
. in 1980), but one-third of licensed. RNs work only part time and there. 
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is a pool erf 388,000 inactive RNs. Figure 14, presented earlier, 
depicts the composition of this inactive pool with regard to age,' 
marital status, and presence of children in the home. Among LPNs, the 
most recent inveu^tory' (l974) revealed that 76 percent were employed in 
nursing.41 ^ 

In a survey o£ more than 5,b00 nurses in six states, Feldbaum 
^exjminjB^ information on labor force . _ 

participation. Th^. median age of the nurses; in her sample was 43 
years. More than half of the respondents (56.4 percent) had' been 
employed aff RNs. ,fC'1? over 75 percent of the years sirtce their ^ 
gradiiatioh; only . 7. percent worked 25 percent ^or less of their 
careers . Fprty-tvo percent had no career interruptions • Almost 65 
percent spe^i:t more than half of their careers working full'time. Few 
nurses had 0een pe*j'f?.nnial part-time employees • Only about 7 percent 
spent more Chan hi^l^: their work life, in part-time employment. In 
general, ^as noted ia th.e previous chajiter, black nurses had more 
continuous and full-time labor force participation than white 
nurses. 42 

Roughly one-sixth of inactive RNs— a total of 60,000 — had children 
under 6 years of isge present in the home. In addition, there are at 
least, twice that number of married RNs who have children and work part 
time. 43 Xo the extent that . these family responsibilities act AS^a^ 
barrier to entering the labor force or increasing hours worked, this 
pool of nUCfiies may respond to child care incentives^ Another large 
segment of the inactive RN pool (25 percent)- in 1980- was -nurses 
between the ages of 40 and 60. This group conceivably could 
constitute another; potential source of increased supply. 

The extent of influence of young children on a nurse 's labor force 
participsfcion could be overstated unless other variables are taken 
ii^to account* therefore we performed *a^ multivariate analysis .of data 
from the National Sample Survey"" of Registered Nurses, November 1980, 
to measure fh\s effect of the presende of children in the home, 
c on trolli^^J^ for educational background, marital status, student 
, status , sex, race," age, geographic region and length of experience 
(Appendix 7) • The analysis revealed that the presence of children 
under six significantly reduces the probability of a nurse's working 
full time and substantially increases the, probability of her working 
part time or not workjLng. ■ 

this analysis also confirmed the influence of . age in niirses' labor 
f ofc e behavioi: . ' Irre sp ec t ive of educ at ional b^ckgrpunc^^, rac e , sex , 
geographic region, and length of experience, the older*' the nurse, the . 
greater the likelihood of being inactive. However, it is important to 
note that nurses witKiraore t^^ ^ 
regardless of age, are much more likely to be in the labor force 
today, and working full time. Therefore policies th^ encourage ^ 
continuous attachment ; to the labor force by younger nurses^ albeit on 
a part-time basis, would enhance the likelihood of their working full ; 
■■■time' in-;later-^year.s.';:,r-^'- -r-r '■'■i '. ■ 

' A riurse^ 8 decision t'o reenter the labor force or to move from 
part-time toward full-time work is strongly a considerations 
of salary and benef itistructure. The perception*that these factors 
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are important is widespread and has encouraged responses by some 
employers. 45, 46;47 For example, some employers have taken into 
account the problem^of overlapping fringe benefits in dual-earner 
families (over 70 percent of nurses are married) by allowing nurses to 
choose cash or selected benefits. 

« Indicative of both' nurses' and employers' interests in seeking new 
hiring at^rangements is the growth of temporary service ^agencies^^wh^^ 
now "appear to We peate^^^ placing. about 37,000 nurses.^o Through 
these organizations, nurses can earn higher salaries, choose their 
schedules,, and not be subjected to the organizational stresses imposed 
on a permanent employee in a part icular hospital or on a particular 
floor. Hospitals use temporary service agencies to put nurses in ■ 
hard-to-fill positions, temporarily paying a higher wage but avoiding , 
salary increases to permanent employees; to circumvent personnel 
freezes; to adjust staff size to occupancy levels; and, to make up for 
planned and unplanned absences of the permanent staff. 49. 

Whatever the merits or disadvantages of temporary agencies, concern 
about their overuse and their costs has led to other arrangements. 
Some hospitals have developed flexible work arrangements that resonble 
in-house temporary agencies. In these, part-time nurses can work as 
regular employees of the same hospital on an on-call basis or a 
"float" pool, and full-time employees can increase their earnings by 
moonlighting at their own hospital rather than through an agency.. ' 

A further barrier to reentry into the nursing- labor force is 
out-of-date knowledge and skills .-Thisproblera increases with^ 
amount of time away from nursing. 'Feldbaum;reports;^that; when nurses 
in her survey left ' the labor forces, most of them remained out for 5 to 
5 1/2 ye^rs, generally during the time they rear children to school 
age. 50 ■ ' . /, ■,:„-■ \ . . ■ ' , ■ ••■ ,,. . ^, 

The more rapidly health care technology changes, the more difficult 
it will be for^raany inactive nurses to remain current with the advances 
in their prof ession. Hunt found that raiddle-aged RNs returning to work 
after childrearing were likely not to accept the challenge of hospital 
employment.'' However, he estimated that the probability of working/ in 
a nursing home increased about eightfold with the accumulation of 20 
years out of the labor force.51 / \. 

An -insufficient aggregate supply of nurses iS: not at the heart of 
many employers' problem3; rather some, nurses are unwilling to work on 
particular shortage shifts and unit d under the conditions currently, 
of f e r ed theuK Clearly, : paying _ the \8hif t d i f f e rent ial s suf f ic ien t to 
fill these vacancies may require hospitals and their boards to 
determine whether they wish to make the necessary trade-offs. 
Ultimately employers must^ bear a large part of the responsibility for 
meeting their own nursing service needs. • . . 

Historical trends favor the improved utilization of the existing 
supply. Labor force vpiarticipatibn by^^^R^ steadily improving. 

/ In i949 only 59.3 peWent ofJt^^ total RN population was employed in 
nursing ; the rate' rose to s67.5^percent in 1966 . 

1980.52 Also , the average number of hours, RNs worked per week rose 
slightly between 1977 and 1980, both for .full-time and part-time 
*nursesv53\ ; •■ . 
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Although it is difficult to distinguish the contributions of 
management practices to these trends of changing professional, 
economic, and social values, the committee believes that employers' 
actions offer the greatest possibility for maintaining adequate nurse 
staffs. The specific measures listed below merit serious 
consideration, especially by those health care institutions with 
severe recruitment~and~^retentrion problems:- 

• child care facilities and arrangments for the care of other 
dependents, especially during hours when private cafe is 
difficult, such as nights and weekends 

• work schedules adapted to_the_pers6nal needs of nursing staff 

• improved salary structures in the cont^t of an overall 
strategy to improve productivity and rationalize the use of the 
hospital's nursing resources 

• fringe benefit options so that nurses can select those most 
appropriate to their needs . ~ 

• special educational opportunities for nurses wishing to prepare 
themselves for reentry into active practice. 

After reviewing numerous published descriptions of innovative 
projects that health care institutions have undertaken, the committee 
believes that the kinds of actions listed above hold .the ^greatest 
pforaise for enhancing labor"f6rce participation. This does not 
signify that there are no other useful incentives available, nor that 
the strategies identified do not have drawbacks.; Rather, they appear 
to 'lower the most prevalent barriers to employment. 



Child Care . . 

Among a sample of RNs . who received^^^^ licenses in 1962 

and who were not working 10 years later, the great majority (77.6 
percent of assoc iaite degreie (AD) nurses, 85.4 percent of diploma 
nurses, and 83.4 percent of. baccalaureate nurses) cited as .a reason 
responsibilities for raising children. 54 substantial portion of 
the inactive and part-time supply of nurses had children at home under 
the age of six. Although the federal tax law currently provides 
'deductions for-child care, the amount may not,-be: sufficient to. make a 
meaningful difference for nurses* given their salary levels and 
special, requirements for day care. Traditional day care may not meet 
the"needs of nurses who often work other than traditional office 
hours. Both the AHA and the National Association of Nurse -Recruiters 
(NANR) report that only abpLUt 6 percent of hospitals.offer child care 
facilities. 55, 56 To^the extent that . fiamily respo^^^ act as • 

a barrier to ^greater labor force participation,; employers should 
consider the potential costs and ben^ of establishing child care 
facilities singly or in concert with^others in the community. Factors 
of cost include the scope of operation, contracting with local 
centers', transportation systems tjp community facilitiesv in- hospital 
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versus adjacent facilLties, extent of subsidizatLon by^^the employer, 
and allocation of prLorLties among types of nursing service personnel. 

Benefits to the institution Could include enhanced ability to 
recruit and retain nurses (particularly during shifts difficult to 
staff), reduction in abaenteeism, and improved morale. However, no 
careful evaluation has been m^e of the degree to which child care 
benefits contribute to influencing reentry into the market. It is 
conceivable that the major effect in any particular community would be 
to entice nursing personnel from other institutions rather than 
attracting back to the labor force nurses who had become inactive. 

Flexible Scheduling 

Hospitals are experimenting with various ways of staffing that 
permit nurses to work schedules adapted to their personal needs. 
Examplei^include t^iree 12-hour shifts per week; optional 10-hour 
shifts for evening and night shifts— 4 days one week, 3 the next; and 
'Wthers' hours"— shifts ranging from 4 to 7 hours with reduced" 
'weekend cormnitraents. The NANR- rfeports. that a majority of its members 
(79 perpent) in 1982 offer some form of flexible scheduling— an 
increase of 11 percent from the previous years. 57 

Although use of flexible scheduling alone may encourage reentry or 
increased work hours, hospitals often , are combining these incentives 
with compensation packages , such as a full week" s wages for reduced 
hours on the weekehdsv In ^ these -i^^ 

a trade-off between fulfilling their, most pressing staffing needs and 
incurring increased costs and possible overall reductions in total RN 
hours worked. 

Institutions should monitor these effects to determLne\ whether 
such measures attract more .reentrants or reduce the effective nursing 
service supply. . * 



Improved Salary 



Employers should consider increasing salary lievels in order to 
attract inactive nurses into the labor force and to encourage 
part-time nurses to work more hours. E^^^nomic research has. ahown 
consistently that nurses" rates of labor force partipication increase 
with~salary-levels.5A^59>60_'rhus, hi^ 

to bring some inactive nurses into the labor force, with, an increase 
in the effective supply. 

Nurses who already are working may also increase their hours of 
work in response to higher pay,: as has been found by some \ 
researchers. ^1 -However, when salary levels become high enough, some 
individuals may decide to reduce their hours of work in order to spend 
more time with tlicir families or to enjoy more leisure timei a / 
phenomenon characterized by labor economists as, the "backward. bending 
labor supply cUrve. 62^^ One recent, study has detected this phenomcvnon 
in nursing.63 • . •• 
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The higher a nurse^s earnings^ the greater the cost of not 
working. Thusi in general it can be expected that salaries can be one 
of employers* most effective ways of encouraging nurses to remain in 
the labor force. In additidni salary levels serve, aa signals of 
potential earnings to persons considering a career in nursings and 
thus play a role in recruitment and long**term supply as well* 

Fringe Benefits 

In the process of reexamining salary structure policies, employers 
also should take into account the potential of creative fringe benefit 
packages in attracting nurses into the labor force. For example i by 
offering^ program of so-called '^cafeteria benefits/* various segments 
of the inactive supply may be reached* These could include marriecU. 
nurses whose husbands already are entitled to family coverage for >v 
health insurance^ or nurses who might value educational benefits robre 
highlyj as well as. those wh6 would prefer to take their benefits in 
cash*; Again, employers must weigh the administrative costs-'-bdth in 
terms of dollars and personnel management issues— against the presided 
benefits* 



Reentry Education Opportunities 

The National Comnission on Nursing noted in its 1981 Preliminary 
Report that I although surveys have indicated that a lack of refresher 
cpurses is often cited by inactive nurses as' a reason for not returning 
to the labor force, such programs have not proved cost effective in 
some settings and do not result in a high rate of return to employment. 
Carefully targeting programs to those who drop out of nursing during 
childbearing years and basing programs in the college*-*level system are 
fiactors that could improve their success. ^4 

The Special Problems of Nurising Homes * 

was mentioned in the beginning of this chapter, nursing homes ' 
face many of the same management problems as hospitals* Howeveri 
because of the wealc financial revenue position of, many of such. homes, 
nurses must work for 20 percent lower pay and fewer fringe benef%ts 
than are of fered by hospitals* While opportunities for professional 
satisfaction can often outweigh the lure of higher wages , nursing 
homes-— with their reputation for the isolation that understaf f ing 
produces and limited freedom to control the kind of nursing practice 
in the institution— are, not surprisingly,- viewed as low-status work 
settings by many registered nurseaJiS::^. 

Until there is more progresav in addressing the financing and 
educational issues of care for the elderly, discussed in Chapter VI, 
there will be low effective demand by nursing homes for nurses* 
Nursing homes will continue to have difficulty offering quality 
professional nursing services* In the interim, nursing home managers . 
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who wish to onhance their ability to retain the nurses they currently 
employ should take note of a recent survey of nurses in North Carolina. 
Availability of innovative scheduling plans permitting predictable 
work schedules was a major factor cited by nurses for remaining in the 
institution's employ\66 Although reimbursement constraints may 
prevent managers from addressing the major reason cited for 
reaignation—low salaries— attention to the employee's personal needs, 
such as in scheduling, may yield improvements in retention. 



Conclusion 

Although nurses in the aggregate neither leave their profession in 
greater numbers than other women nor leave their jobs more frequently 
than people in other professions, there nevertheless are large numbers 
of.employers with chronic nursing vacancies and a high turnover rate# 
These managers can act to make their hospitals more attractive to 
nurses. First, they should look to some of th« traditional management 
practices that detract from nursing, such as lack of career ^and pay 
advancement. Employers should develop new practices that will act as 
incentives for nurses -to stay. Second, employers should investigate 
whether the introduction of flexible scheduling, novel benefit 
packages, child care assistance, or other measures would persuade 
inactive nurses back to work and part-time. nurses to increase their 
hours. Efforts of this sort will, the committee believes, both 
improve the quality of nursing care by addressing sources of 
discontent, and enhance the image of the profession, thus attracting 
greatef numbers of good candidates into nursing. 

. ' ^ ; - 

RECOMMENDATION 16 

- . , « ' • ■ , . ' 

The proportion of nurses who choose to work in their profession is 
high, but examination of conventional management, organization, 
and salary structures indicates that employers could improve the 
supply and^ob tenure ;by the following: 

• providing opportunities for career advancement in clinical 
nursing as well as in administration 

• ensuring that merit and experience in direct patient care are 
rewarded by salary increases 

• assessing the need to raise nurse salaries if vacancies remain 
unfilled €> ... 

• encouraging greater involvement, of nurses in decisions about 
patient care, management, and governance of the institution 

•V identifying the major deterrents to nurse labor forc6 
participation in. their own localities and responding by adapting 
conditions of work, child care', and compensation packages to 
encourage part-time nurses to increase their labor force 
participation and to attract some inactive nurses back to work. 
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Accounting for Nurilng Services 

The committee ia well aware that ita recommendations for 
management reforms have associated costSi .There are several ways in 
which increased costs could be met* First, they may be reflected in 
higher costs to patients and third party payers » but that is becoming 
more difficult in the present climate of cost containment* Sooondi 
allocation of resources in the hospital could be shifted, under the 
assumption that the institution is willing to favor the nursing 
service department* Finallyi nursing service departments could 
rearranjj;e patterns of staffing and assignments to raise productivity ^ 
without claiming a greater proportion of the hospital budget. 

Nursing services in health care institutional particularly 
hospitals I traditionally have been treated as an undifferentiated 
component of a daily cost or charge that covers rooroi board and other 
expenditures I as contrasted with other services that contribute to 
revenue generation* As a result i there has been little incentive to 
devise accounting systems , payment formulasi and management structures 
that attempt to identify the true value of bedside and other 
identifiable nursing services* 

In the present period, of rapidly rising costai new methods of 
payment will be adopted to force greater institutional efficiency and 
effectiveness* Although it is unclear how hospitals will respond, the 
current structure of accounting for nursing services in a provider's 
budget does not permit any rational basis for arriving at allocations 
of expenditures or revenues that take nursing into account as a 
diatin^;^ major component of the hospital's activities* Without such 
useful management infovmationi hospitals will be in a {foor position to 
bargain with rate-making authorities or with purchasers of care over 
appropriate* payment levels » and cannot make the most effective 
resource allocation decisions* 4 

Because very few experiments have been conducted with new 
accounting or payment methods that account separately for direct 
nursing service costs, the organizational effects and possible 
unintended consequences of such changes are unknown* At l<iast three 
presumed benefits can be mentioned* The first is that nurse autonomy 
will be enhanced. The second is that such an approach would permit 
sopHisticated managerial analysis of approximately one-third of 
hospitals' costs and would facilitate managerial changes to place 
responsibility upon the professional staff that provides the 
services* Finally, the acceptance of such an approach would, permit 
the examination of the effect of reimbursement or payment patterns on 
^nursing practices and particularly on the \quality of nursing services* 

Although there is reason to believe that these benefits will be 
realized^ there are potential pitfallsr The allocation of resources 
to' nursing could be reduced once costs are identified and rates 
negotiated on the basis of such data* Specific measures to overcome 
turnover/ enhance career opportunities, and make other positive (but 
costly) innovations could be inhibited. ^ 

New cost contaiment approaches such as the diagnosis-related 
group (DRG) hospital reimbursement method implemented in New Jersey 
and in, some other states and localities* and now being proposed for 
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Medicare, are calling attention to the need for.nursing service 
administrators to understand resource. allocation' i^ues better. The 
management team representing nursing, the medical staff, administration, 
and ancillary departments are encouraged to establish less costly 
combiiixtions of services to treat specif ic medical problems. During 
• this prbcess, nurse managers are being asked questions for which 
presentfinanagement information and accounting systems are inadequate. 

These include .the^ fallowing: 

• Is the skill mix of the staft too rich, in che number • 

professional nurses employed? 

• Is the department overstaffed for the patients treated^ 

I • Do pro^fessioiial nurses devote too much time to indirect 

duties?'. ■ ' v- . " '^-.f' % ' ■' j l >' ^ ^ ' 

. . • Does the nursing budget carry expenses ^.ncurred by 
housekeeping, dietary, and other departments? 

• Can RNs, be freed from some tasks by well-trained LPNs or 
technicians?67 i 

A method' for accurately assigning costs to different nursing 
functions^ units, and even specific patients would help in answering 
many of these questions. In the absence of some greater operational, 
experience and evalu^ation of effects, the committee conditionally 
endorses the conception separate cost/revenue centers ^f or ni*sing, but 
strongly recommends additional experimentation^nd assessment. 

■ • ^. ' ■ -\ ' , " ■ - ■ 

Conclusion 

■ " - 1 ■ ■ ■ ■■ . ' ■ , ' , ■ . - 

As cost containment pressures force hospital management to become 
more skilled at using resources productively, it becomes important that 
managers have the tools to allocate nursing costs accurately and to 
develop a system whereby people at all levels of management are , ^ - 
responsible for using the nursing staff -most effectively. To achieve 
these goals, managementl^^- needs information on methods of measuring : 
patient severity of illness and associated nursing costs, which today 
are not sufficiently refined for widespread implementation. . ^ 



REOOMMENDATION 17 

Lack of precise information about coirrent costs and utilization of 
nursing'service personnel makes it difficult fo«> nursing service 
: administrators,..and hospital managers to make , the most appropriate 
and cost effectiye decisions about assignment of nurses. 
iVosPit^ls , working witih federal and state government s , and other 
third -party payers, shWld conduct studies and experiments to. 
determine the feasibility and means of creating separate revenue - 
and cost centers ior direct nursing care units w 

institution for case-mix costing-and revenue setting, and for other 
fiscal? management alternatives. ^ 
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Adyandng Resear^ 

Getting Facts jfdr Manpower Planning 



The federal governraeht traditionally has assisted the states/ 
universities, and ; induistfy, in the support of ^research, in the 
: > dissemination of its results i^';a^ of reliable i^ tuael^^^^^ 

inf onnat ion on mat teri,9 of common concern • : The committee * s. ol^ervations 
) arid recommendations kinds of fiederal 

activities for nursing s education, and nurse manpower 

planning are setrfbjth in this chapter.. 

Improving this Nation'^? Nursing Research'Capaci^iiy 

In the course of efforts to identify the types of nurses required . 
to^fulfill'^ specialiised functions in the ^future, the committee 
investigated the quantity and professionaL^^^ 
of higher ' education programs , w reque8t€id^^.-b^ 

heard tertiraiony expressing hdeep ^concerri^^^ • 
level of nursing research' tb>i^ ^ 

J contention, that the' nii^^^ 

is hampered by insufficient support' both for the education of qualified 
researchers and'for current ,^work in -sresearch,' ^ V. " 

'Of the 1.2 million j^e^^^ in 1980, fewer th^n 3,000 had d 

doctoral degree, the g^nerall^^^ credantiai for advanced 

^research skill. 1, 'Ther.d'TC tpraV^ gIso is widely conaidered.^to '^^^ 

be a prerequisite fori success, itt' C research funds, yet less 

than 6 percent of doctorally^ prepared nurses reported research aa their- 
primary activity." , 

' As described in Chapter V, there arc 24 doctoral programs located 
in nursing programs in 18 states. The limited number of prograoii- 
located in , nursing departments thaV.ckn attract nuxses interested in 
pursuing advanced education is /only one part of th« problem. An 

. additional^ disincentive for 8cientifi:cajly incH^ to commit 

th€mselve8;to a* career in nursing is thtct V>auc ity of funds 

available /to sOppbr t ,it .^l^Fe^ie^al ^ prpigrams , . such 'as - the Nat ional 
Research SeVvice Award sj|and^^^^ Scientist ^Training 

^ Program that support'%i?i»ilcctoral^^^^^ ppstdotctpral fellowships,^ have 
not-^provided a ^ stalil^ : f unding^ ^base V^eo^^^ training I Al though 
there are a number, .of sources, of supVort^^f or nursing research, none is 
I \ y ^ ' ^ ^ " yj 
^ . .. 215... : ... . . ' / ... 
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From 1977 through 1981, for example, only $5 mi 11 ion was 

e-arraaTked--annuanyrfor-nurVing-re8earch- of 
Nursing in the Health , | Resources ; and Servicesv Administration (HRSA) , 
whLch^:principally Is a nursing manpower unit of' therDepartment of 
Health and Human Services (DHHS) .. > This dropped to million in 

1 9^82 < -Nursing research is eligible to compete with other disciplines 
for funds from the National Institute of Mental Health, .National 
Science Foundation, National Center for Health Services Research, and 
other agencies.. - The>mQunts., of, awards for/nursing-rrelated research 
under these progrkras-ar^e^Tiot^k^^ but are believed to , be relatively 
small. Nurse reigeircher various competitive 

disadvantagesi including 'the^^^ nursing iis not/ well represented 

'in peer review. conroittees,'^^^^^^^^ subject matter may not be of 

prime interest to other reviewers, , . - ' 

! Vf The funding of ^ ^r^^ 

appropriate federal /government activity' when ita discoveries hold 
promise of contributing to the^general welfare and when private sources 
of funding are likely to >be inadequate. ^^ N p^h^r. 
•health care research, is c in order: to xontribute vto the pu^ 

good. It is the nurse, for example,. -who will prove crucial to the ^ 
resolution %f such clinical 'p^^^ 

prolonged bedrest , the contrd and adherence 

to treatment regimens (Appendix 8) / Sol^ for these and similar 

problems Would in f6rni; nursin]g^^ W 

lead to a reduction in the federal health care bill by lessening the 
length of hospital stayV miiiipiizing t^^^ treatment, 
and i)reventing unnecessary or premature institut 

long-term care facilities. > i» 

Elevating the. Organizational ^ ^ 

Base of Nursing Research ^ 
A substantial 'share ;of . the heji^ 



scientific investigation:. in their, rield. The^ conmiccee .Deiieyes cnat 
a center of nursing research is ^h^ the federal 

government to be focal point for- prbraoting : the of . quality^ 

nursing research. Such action would ^provide necessary, leacler ship to; 
nursing research and expand^ the pool of experienced nurse . researchers— 
Who can become more competitive for general thealth^ c 

.dollM^si It" would also prom<^^ interaction; with other, bases of 

health care research. 




^ ^ . ^ly-^ :- - . • . , ^ ,,......„...., .....,,,.,.„.., ,..., ... . 

timely moment- to add to this, review considerations of _ the heed for a 
stronger locuS for. nursing research. ; : Some committee members, favored 
the establishment of an instil nursing research within the 

National Institutes .of Health (NIH). Others questioned .the wisdom of. 



adding,new units to N1H» The conuuittee considered alternative 
-P.rop_^o.sals,-^such asJiav broadly 
representative expert task force to recointaend priority areas for 
inve^^ in nursing research* Such could also suggest 
the appropriate org^^ locus for such' research and recommend 
the ^ievel of funding;^ that the; goal should be an 
entityfbi: nursing re sear cli^ level of so ientif ic credibility that 
would provide impetus tpward t^^ monitbring, 
and udis semination of clinical and operatiotial nursing research in . 
acad^ic and other research : centers throughout the United Statesv 

Conclusion - .. ,• ■ ip ^ [. 

Despite the fact that nurses represent the largest single group'of 
professionals in the provision of health services to the people of 
this country, there is- a remarkable dearth of research in nursing 
practice. The. lack of adequate 'funding for research and the resulting 
scare ity of talented nurse researchers ;haye inhibited the de>^lopment 
'of; nursing' investigation. Thie federal government's specific/nursing 
research initiative--in grants administered by a manpower Unit in ^ 
DHHSr-is not at a level of organizational^^ and scientific^ 

prestige to encourage registered nurses to pursue careers pr-incipally 
devoted to research of the direct: . applicability to patient care 
problems that nurses confront. With adoption of the principles 
underlying this recommendation, the committee would foresee a doubling 
of the level of average 1977-1981 support over the next few years. 



RECOMMENDATION 18 

The federal government should establish an organizational ^entity 
to place nursing research in .the^mainst^ of scientif ic.:. / 
investigation. An adequately funded, focal point is n^ the 
national level to foster research that informs^^^^^^^n^^ 
health care practice and; increases the potential for discovery and 
application of various means to improve -patient outcome 



Comparative Competencies' of Registered Nurses 
With different Educational Preparation 

Other sections of this report have noted differences and 
similarities in the career pathways of RNs who. receive their 
ed lie a t io ha 1 pre p a rat ion . i n d i p 1 oraa , a $ s oc i , d etg r e e ( AD ) , and 
baccalaureate programs. ^^^^ -C IV/(called ^itt^ntion to the dearth of 

reliable information showing the nature of differences in 

the performances of ^Such -RNs^^^^^ / 
systemat ic analysis of the various' nursing education programs • 
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curricula, the efforts of nurse educators and higher education 
authorities to plan articulated programs for RNs ^working toward 
baccalaureate degrees are handicapped/ Lack of /nforraat ion about 
kriowledge and performance differentiation also ^handicaps nursing 
service administrators, who seek to place new graduates" in positions ^ 
xcommensurate with their knowledge, skills, and capabilities for nursing 
assessment, planning, judgiaent, and direct ^patient care. As, discussed 
in Chapter II, rei>orts of nursing studies ^ni.many parts of the nation 
indicate that state and privaterhigher ed^ucation authorities need such 
„ information to assist them ih^decisiohs ^on'how to allocate scarce ^ • . 
dollars among competing nursing education programs. Many, such studies 
have be^ri constrained in making reconm by uncertainties, 

concerning the most effective mix arid/ allocation of nursing personnel. 

The only national study to date /that has provided empirical 
^evidferice on V the comparative per fbrraance of ^graduates of the ;thi:ee , 
types of programs that prepare: for^RN licensure^ analysis ot the 
scores of 64,761 carididates who ^^^^ standard national licensing 

examination in 1977.^ The candidates were graduates of approved 
^schools of nursing- who took the examination; for the first 'time. , As^ 
Table 1^2 shows, resultso for the graduates of baccalaureate degree,. A^^ 
and diploma i>rog;rams were analyzed 

scores in the five 5<:linical/^areas of ^th^ v 
psychiatric, obstetric, . surgical, andinursing of c The mean 

scores of th^carididatesytrom:the'three^ 

these scores a^re; displayed in Table 32; Iri psychiatric nursing, 
baccalaureate candidate's achieved higJher mM^ 

candidates achieved higher mekn scores in^ / , 

The table also shows ve^ry wide Ganges of candidates scores within 
each of the thMe c^ suggests 
that there may be considerable-variability among^ the individual 
programs within e^ch major type , and in the capabilities; of : the 

students they gri^duate. : 

Licensing ekWinations test : only; specific areas 
thought to-be neqessary; to, ensure ithat. the' public 's .health safety,, 
and welfare will be protectedv . It c argued that the 

scores from such examinations may not.r^flect capacity to perform in • 
the le ss eas'^ily measured kinds of nursing competence that become 
"increasingly^ important inys^^ 
the comparative performance of pra^ 



* The national, licensing examination for licensure . of RNs", known as. the 
State Board Test/^Pool Examinatioij-CSBTPE) , evolved in the 195ps and. 
-hHsrbeBti periodically revised. The latest version was introduced in 
July 1982. The examination is- currently conducted under the auspices . 
of the National Council of State Boards of Nursing. Scoring is 
standardized, but until 1982 each state determined its own minimum ^ 
/passing score. -As of 1982/ there are no longer separate, scores for 
different/parts of the test; a single score is provided. 
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i>TABLE 32 Scores on the 1977 Licensure Examination o£ Candidates from Diploma, Associate Degree, 
knd Baccalaureate Degree Programs ^ « ^ ~ 

isy- ■■ ■ - ■ ' ■ ^ ■ ■ : 

f§l\'"' . : Obstetric v Surgical^ Nursing of 



Type of Number of. Nursing Nursing Nursing Nursing Child 



ren 



^Frbgram Candidates Mean ^ Ran^e Mean^: • ; ..Mean Range ^^^^^^^^^^ M^ 

^cca--"- \- :y•■y^:^'- ' ■ ■ '.^ •^.-•^■■■■^■■•>- : 

iSureate 19,078 506^2 32-783 526;7 6-t754 .v518a^ ^^^^^ 501.7 10-767 517a 110-808^ 

iiipl(>nia 15,139 5 29.4 140-790 518 ;6 80-763 535^7 118-802 545.2 81-795, 532.. 3 187^808 

•■ •■• ■ ^ V .■ :' ^ 

fAsisoc'iate ' *. ' ■ . ' /: . 

jDeferee'' 30,544 512.6 53^833 .504^ 38-812 517.0 60-788 511.9 75-829 

ScOTAL. : 64,761 514.7 32-833 ; 5^4.4 ; 6-763 521.5 38-^812 ,^19 .1 ^ l6-795. 518.2 75-829 

iSbURCE: McQuaid, E.A., and Kane, M.T. How do graduatecf of differ types of ""programs perform on 
Is tat e boards? Anerican Journal: of Nursing , 1979, 79, 305-308. 

-■ " : ■ . .. ■ ■ • . ■ ■ ■ ' ■ < ■ ' ■ v " ■ • ' . " •■ : • ' 

^t'^U'- ■■■ ■ ' ■ . . . » ■ ■ ■ ■ , ■ • ■ , . . • 
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Nurse researchers have cQndv>:ted a great many sraall-scpale studies, 
often as doctoral dLSsertatLon^^, to examine various aspects of 
possible differences among g^iiduUtes of the -three types of programs. - 
These studies have used vary ifig approaches: surveys of head nurses, 
supervisors, and nursing sisrvices directors; RNs' responses to 
simulated clinical situ^t iohsV such as portray^e^^ sequences; ^ . 

recollected !'critical incidents" ^ a^ direct observation 

of 29 RN subjects. A review of such research, conducted under a ~ ♦ ^ 
contract with the Division of iNursihg, - reported tha^^^^^ of 
studies that found statistically sigiiificant differences in nursing 
practice related to nursing education have been limited. Results from 
some studies were coqfiictiii^ others found no overall 

effect. 2 The reviewers conclude that study limitations could l^ave 
influenced the results. . ... 

As :an any other type of sdciial 8^^ that seeks to 

k s s oc i a t e c au sal f ac tors w i th o u t c ixae s , f o rm ida b 1 e p r o b 1 era s o f m e t h od 
are ,encountered-in iat teii^ .prac tice 

among RNs e4ucat ed In the three - type s of programs . In this case, they 
'include (1) defining the particular^^^^^ 

of nursing to be tested, t2)as^ that are 

reasonabir .^l^ted to patient outcomesv^^^^^ identifying objective 
perf orraanc ^ rjisi'^^^^^^^es that, will be re 1^ in the many settings^ where 
nursing care' is provided, (4) obtaining random samp 1^^ of subjects in 
sufficient numbers to allow for quality differences among individual 
nursing education programs of the same ge^M^ for 
differences in the lengt^^^ work experience, 

(5) assuring an adequate response rate. in surveys, and (6) getting 
from personnel records the kinds of data required for an analysis. 

Many -studies of nursing perfoirmance have recognized these problems 
but have been limited .in the ability to deal with them. No investment 
at the ! level of resources required for largerscale empirical studies 
has yet been made. 

Several effart8<^ currently under way should facilitate the efforts 
of researchers by Alleviating some problm . For ^ 

example j tlie New York Ex ter^ described in Chapter 

IV, in . the course of formaiating in detail the perfprman^^^ of 
the candidates for it^^^^^^ iori^ has taken ■ m^or steps in defining 

the differences -in the part icular.compe of "*AD and . 

baccalaureate candidates, and has designed objective me^ 
their •testing. The Ora^^ 

mobility has def ined cbra^ extend^ to 

grMuat es^ of vPrapt^l^^ . Sev^a l ptlier;- lar ger 

ef f or t s , inc lud ing tho se of the Southern .. Reg ional Edufcat ion Board ' s 
Nursing Curriculum Project , are Uiider way to define differences in 
: expected comii>etence. \ 
I" Hospital" personnel records usually do not include, information 
abbut the. educational background' in a manner 
that peraits systematic perfoirm^^ . Here, too, changes 

may be coming to'increase study feasibility. For example, the^ 
Intermountain Health Care Cbrpbrat ion, a rionp 

system in Utah, will by early 1983 have a reporting system in place 
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from all of its 22 member hospitals that will indicate^ the highest 
educational preparation of each RN staff member in conjunction with 
position held and length of experience. 

Conclusion . ^ 

SeviBjral different pathways in nursing education lead^ to 
eligibility for initial licensure as an RN, The opinions of ^nurse 
educators V nursing service administrators , and .nurse employers differ 
on the. outcomes of theseT different educational paths, and more 
fundamentally on the competencies that should be expected and 
utilized, both in the short and long term. 

As with most other' kinds of postsecondary education, there is 
little empirical evidence on the performance differences of the 
graduates of these, different types of* nursing education programs , 
according. to established measurable criteria of knowledge, skills, 
attitudes, and range of competence. This lack creates problems f or _ 
nurse efducators planning curricula to encourage educational 
advancement, for nursing service administrators trying to utilize RNs 
and LPNs most efficiently, and for the various organized groups within 
nursing who are seeking to establish new levels, of licensure or to 
maintain the. current ones. Most important, perhaps, the current lack 
of clear objectives and performance measures seriously handicaps the 
efforts of higher education bodies and state university systems, 
attempting to allocate resources for nursing education in ways that 
will best match the demand for nurses with different kinds of 
competencies. 



RE00^WENDATION 19 

Federal and private funds should support research that will 
provide scientif ically valid measuranients of ' the knowledge and 
performance* competencies of nurses with various levels and types 
of educational preparation and estperience. • ^ 



— — — —£vaiu«t-idn-of— Promising/Management Approaches 

„.,,,..■, . , - .i- _ - ■ f 

■ ^ ■ ' /'.■■■■■..'. ' ■ 

In its' review of the literature and in testimony heard, the 

committee noted numerdiis descriptions of management initiatives that 
individual institutions have successfully implemented to attract 
nurses, improve their retention, and employ them productively. There _ 
is little, however, to indicate widespread application of some 
• promising innovations, or .t^ characterize the determinants of success • 
. Thus, for an individual institution seeking to cope with its own turn- ' 
' oyer or prbductivity proi>lem, there are ho adequate guides on how to 
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choose from the growing number of atralfegiea and adapt them to specific 
circumstances. Although many of these measures may have produced posi- 
tive results in one place or another, they often required major organi- 
zational and financial investments and may not be appropriate for all 

institutions. . , « • • 

In this respect, the accomplishments . of the National Commission, on 
Nursing are important, for th^y provide evidence that major components 
of the hospital industry—hospital associations, administrators, and 
trustees—can work effectively with leadersliip of the nursing and 

medical professions to identify the causes and solutions of problems 
in the organization and delivery of nursing care. There _ is a need to 
continue the process begun by the commission of identifying nursing^ 
management' innovations and assessing their applicability at national, 
regional, and local .levels. » An example of a statewide approach can be 
found in the type' of organizat ion recommended recently by the at fewide 
Health Coordinating Council of Michigan (SHCC), which recommended the 
creatibn of a joint coomission of employers and employees to serve as 
a clearinghouse for information, to develop some common understanding, 
to make consulting services available, and to make reports to the SHCC 

and others. "3 - , ^, * 

To expand that type of activity quickly to other area? pf the ^ 
country, the committee believes that federal participation is required. 
Support is needed for rigorous evaluations of demonstrations and, of 
naturally occurring experiments to reveal the costs, relative risks, 
benefits, and prerequisites that need to be considered in undertaking 
various management strategies. The dissemination of results from auch 
evaluations under federal auspices could provide an incentive for 
further communication and collaborative action among the various 
national and local groups that affect nursing manpower and education ' 
policy. It is believed that such activities-^ will attract other 
sources of support in the private sector to carry out an ongoing 
effort. 

Conclusion 

Managers attempting to solve, problems in -the delivery and * 
.organization of nursing services^of ten lack critical assessment of 
others' experience with innovative solutions. ^ 

Although individual health care institutions often develop 
interesting approaches for maintaining^hTB desirability of careers in 
fliirsingr there is, nonetheless, a dearth! of systematic information on 
their wider applicability. The committee would like to stee the ■ 
hospital and nursing home industry and the professions of nursing and 
medicine develop a concerted effort to continue the work begun, by the 
National Commission on Nursing. iWe believe that the federal government 
can stimulate innovation by disseminating. information, b:jr according 
national recognition to model sblut ions , and by .supporting more 
rigorous evaluation than is 'likely to be undertaken by the industry 
itself. The focus of federal attention on these areas of research 
should draw the interest of other sources of support in the private 
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sector* The federal investment in such research could be repaid many 
tiroes through savings in health care expenditures resulting from 
improved efficiency in the management' and use of nursing resources. 



RECOMMENDATION 20 . 

As national and regional forums identify promising approaches to 
problems in the organization and delivery of nursing services, 
there will be a need for wider experimentation, ^demonstration, and 
evaluation. The federal gqyernraent, in conjunction with private' 
sector organizations, should .participate in the critical assessment 
of new ideas and the broad dissemination of research results. « 



- Information to Monitor Supply and Demand 

To conduct the monitoring necessary to anticipate future nursing 
surpluses or shortages, and thus to plan appropriately, federal and 
state government policymakers, nursing service employers, .and the 
nursing profession all need adequate and timely information. Their 
efforts can only be useful to the extent that their baseline data are 
current and complete. • 

The U.S. Census Bureau, the Bureau of Labor Statistics, and the 
National Center for Health Statistics all provide essential background 
against which to examine the signif icancie of data about the supply of. 
nurses* The information generated by ^ the American' HospitalAsaociat ion 
(aha) in its annual surveys by hospitals and by the National League for 
Nursing (NLN) in its annual surveys of nursing education programs also 
constitutes essential components for nursing education planning. -The 
inventories oiE RNs and LPNs, conducted periodically by the American 
Nurses' Association (ANA), and the regular publication of the ANA fact 
book are other invaluable sources of data. The sample surveys of JlNs 
and subsequent analyses made by the DHHS Bureau of Health Professions «• 
are of major importance.* Nevertheless, there are many gaps in 
necessary data and unrealized possibilities for fil.ling them. 

*The ANA initiated inventories 'of RN and LPN supply in 1949 and 1967, 
respectively. Following these original inventories,: others were . 
conducted during the 1950a and 19608. Most recently^ inventories of 
RNs were conducted in 1977 and of LPNs in 1974. Because of their 
large cost, inventories have been largely replaced by isample surveys 
relying on statistica! sampling methods to reduce cost and yet yield * 
reliable supply estimates; The DHHS Division of Nursing (HRA) funded 
RN sample surveys conducted in 1977 by the ANA and in 1980 by Research 
Triangle Institute." Surveys of nurses in .public healtl> departments 
are also conducted frbro time to time. . ' 
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The rece^nt national J^^jections \ from the Vector model, published 
in the DHHS 1982 Third Report to'^^Congress , had to rely on baseline 
information on the supply of nurses from a 1977 survey and population 
proj.ections made in 1978.4 Accurate ^national data on numbers and 
distribution of LPNs, in total and by work setting, have been unavail- 
able since the ANA inventory in 1974.\ Many essential data collection 
activities, such as sample surveys of\ nurses, on which this 'and other 
studies have relied, are conducted only .sporadically. Since 1977, no v 
detailed information has been available about the nation's nursing 
homesr the characteristics of • their patients, or their staffing. 

The NLN makes important contributions to natibnftl supply estimates 
by collecting annual nursing, school admission, enrollment, and 
graduation data. J|owever, it does not \collect data on the. cost and 
financing of nursing education. In the'^ coming years of increasing 
fiscal constraints, it will be part icular]j^y . iuiportJint for policymakers 
concerned with the supply of nurses to have cuTvexjL information on 
nursing students* educational costs and tl>eir souV.aes .of financial 
support. The National League for Nursing collectij data on tuition afid 
fees^, but .there are no comparable data on students' other out-of-pocket 
education expenses, nor on their living expenses. No current data are; 
available on the amounts of funds from various sources— state, federal, 
and private— that nursing students use toiineet their education costs. 
Periodic surveys of .nursing students in undergraduate arid graduate 
education programs, analogous to those conducted in other health 
professions, will become very valuable to state and federal 
policymakers in the future on such issues as » p 

• whether nursing education is more or .less costly for students 
than other education programs 

whether nursing students are pipre likely than other students to 

be self-supporting 

• how heavily, nursing students rely on" general federal student 
aid, estate student.aid, and other sources, as well as on their own * 

earnings . , / ' . . 

• how important the availability of financial assistance is to 
their choice of nursing education and their choices among specific 
programs. , \ 

The annual surveys of hospitals conducted Jby the AHA have provided 
data about hospital nursing service staffs (RNs, LPNs, and aides) 
since 1953. However, their data -collection efforts have not been 
^focused on nursinS service cost and revenue generation. 

Although detailed data about the curricula of individual nursing 
education programs are- collected during the course of actreditatipn 
reviews and are available in catalogs, the information^ ha's-^^^Qt^ 
'assembled in a form that permits comparative analysis. 

State boards of ntfirse licensure keep current! counts of RNs add LPNs 
who hold licenses in their state. This information is important 
state projections, nqx/ever, it cannot now be . i^sed to provide aggbegate 
national supply estimates because many nurses hold licensed in several 
states, and there is no system for unduplicating j the count. The st_ace^ 



4 



.225 

boarda of nurse licensure also gather detailed information about all 
nursing programs in their jurisdictions. This information, could 
provide a rich souroje. of information for state nursing education 
planning, but is largely untapped. If it were collected in. a 
standardized manner i individual states could use it to compare their 
^Experiences with others. 

The committee, having identified these current gaps in information, 
also stresses the necessity for the federal government, the states, and 
the professional associations to continue their current data collection 
and analysis activities. . The short^run costs of data collection and 
analysis can prevent poorly planned long-run 'investments in nursing 
education that result in too large^or too small a supply of nurses. 
The federal government has a -proved. ability to coordinate data 
collection efforts on national nursing supply and requirements with 
the nursing profession, nursing service employers, and state 
agencieid.^ It is in a unique position to do so. The government also 
ha's proved its technical capacity in designing the collection and 
analysis of t imely, unduplicated, and accurate national nursing data. 

« The nursing profession, employer groups, and state agencies collect;^ 
data for different purposes and according to different definitions^ 
Thus, in the absence of major federal guidance and federal financial 

r support, they often are unable to provide unduplicated, accurate, and 
timely^data lie'eded for estimating present conditions as well as for 
projecting nurs'e requirements and supply... 

Although the committee believes that the federal government should 
continue to take the lead in coordinating and supporting national 
nursing data collection efforts, it assuraes that thef important 
contributions of other organizations in obtaining these data will 

T continue. Professional associations can provide technical assistance 
in the development of new kinds of professionally relevant*data 
collection instruments and can solicit thei support -of the profession 
in^new data, collection efforts . ^ Nursing service employers can provide 
similar assistance, in addition to financial support; they would be 
particularly benefited by adequate estimates of future nursing supply 
geared to future demand. Employers also can promote the collection of 
nursing service cost and revenue data in a unifor^ manner. If state 
licensing agencies standat'dized and expanded their licensing files, a 
large proportion of needed data could be obtained through 'the annual 
or biennial license application and renewal process. State education 
agencies cpuld promote the collection of both public and private 
nursing program data, including detailed program cost and financing 
data. ^ .... 



Conclusion ' ^ . * , 

In order to maintain the necessary capability for monitoring the 
future balance between the nation'.s supply of and demand (or its \ 
perceived needs) for both RNs and LPNs, officials responsible for 
planning and decision making in state and federal governments depend 
on continuing streams of reliable national information from many 
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sources. Some is. collected periodically, some occasionally. Some is 
badly outdated, as in the case of. survey information concerning LPNs. 

Data collection and analysis require the continued support of the 
federal and state governments and of professional associations to_ 
assure adequate financing of necessary studies. The collection of new 
data to yield information not now available requires some rearrangement 
of priorities within available -funding, rather than infusions of new 
funds. In the course of this study, we have identified serious gaps m 
such areas as costs and financing sources for nursing education, 
nursing education curricula, the supply and distribution of LPNs, and ■ 
the staffing of nursing homes. " ^ _ , .• 

The federal government, in cooperation Wl^h the nursing profession, 
nursing organizations, health care institutions, and state governments, 
should continue to provide leadership in nurse manpower data collection 
in order to maintain and improve, definitional conformity, to provide a 
sense of priorities, and to minimize duplicative efforts. , 

The total appropriation for DHHS-HRA program management in FY 1982, 
of which nursing data collection activities conistituted only a part, 
was approximately $9.5 million. By recent reorganization, the amounts 
for this function will how^b^ Coft- 
benefit assessments on the value of data coilectidn and. analysis are 
difficult to generalize; individual projects must be judged on their 
merits . Short-run investments in information can often avoid much 
costlier misallocation of program funds over the longer run. The 
committee's recommendation is intended to reflect its concern for 
maintaining appropriation support for program management, data ^ 
collection, and analysis at a leveV comparable to the value of the 
1982 appropriations fGr the^e programs. * 



RECO-MMENDATION 21 

To ensure that federal and state policymakers have the information 
- they need for future nurse manpower decisions, the federal 

government should continue to support the collection and analysis 
of compatible, unduplicated ani timely data on national nursing 
supply, education, and practice, with special attention to. filling 
identified deficits in currently : available information. 
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APPENDIX 1 

Congressional Charge — 
Excerpts From Public Law 96-76 



Sec. 113. (a)(1) The Secretary of Health, Education, and Welfare 
(hereinafter in this section referred to as the "Secretary**') shall 
arrange, in accorda^nce with subsection (b), for the conduct of a 
study — ' 

' (A) to determine the need to continue a specific program of 
Federal financial support for nursing education, 
.(1J)_ to; determine the reasons nurses do \xot' practice in medically 
underserved areas and" to develop r^^ for actions 

which could "be taken to encourage nurses to practice in such 
areas, ;and 

(C) to determine the rate at whr.ch and the- reasone for which 
nurses leave the nursing pro*fessio-i and to develop 
recommendations for actions which, cbiilc' be tiiketi to encourage 
nurses to remain or re-ent«ir the nurrtiag profession, including 
ac tions involving prac tice settings condviic ive to, the retention v£ 
. nurses* . . ^ . 

(2)The part of the study described' in paragraph (1) (A) ,. shall 

include considerations of the following: 

(A) The need for nurses under the present health care delivery 
system and under such system as it may be modified by increased 
use oi ambulatory care facilities or aa it laay b 3 changed by the 

enactment of "legislation for national health insurance;.— —~ 

Determination .of such need shall include Hlstermination^of the • 
need for nurses trai.ned in each type of school of nursing (as 
defined in section 853(,2) of ; the Public Hea7.iVh Servic>r> Act), for 
riurses with graduate training in the varying aurse pri^->i::j:ioner 
clinical specialties^ and. for nurse administrators ah i hur;?e 
educators • 

(tt) The cost of nursing ecjus-ntion knd a "corapariron of the / of 
education at each type of s^l^ooi: of nursing (as so defined) and 
corapdrison of the cost .of each^pf the graduate programs of 

nursing* ' 

(C) The avaUabilitry of othsr sources of support for nursing 

education, i.ncludirig support under general programs of Federal 

financial support for postgiecondary education, under State and - 

other public programs, arid ..from private 

• ' / . • 228 ' . * • ■ ■ ;• 
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The Secretary shall first request the National Academy of 
S< iances (hereinafter in this section referred to as the "Academy"), 

. acting thtougnVthe Institute of Medicine, to conduct the study, 
required by suasection, (a) , under an arrangement whereby the actual 
expanses incurreti by the Academy directly related to the conduct of 

"such study will be paid by the Secretary. If the Academy agrees to 
such request, the ^Secretary shall enter into such an agreement with 
the Academy. ' \ 

(2) If the Academy a^clines the Secretary's request to conduct such 
study under such an arrangement, . then the Secretary, aftier 

-consulting with the Coi^ittee on Labor and Human Resources of the 
Senate and. the Committee on Interstate and Foreign Commerce of the 
House of Represent at iveb, shall enter into a similar arrangement 
with another appropriate public or nonprofit private entity to 
conduct such study. ^ \ 

(3) Any arrangement entered into under paragraph (1) or (2) of this 
subsection for the conduct of a study shall require that such study 
be completed and reportd^ thereon be submitted within such period ais 
the Secretary may require to meet the requirements of subsection, (c) 

(4) The Secretary shall undertake such -preliminary activities as may 
be necessary to enable the Secret'ary to enter into an arrangement 
for the conduct of the study at the earliest possible date. 

(c) Not later than six months after the dat^ the arrangement for the 
conduct of the study is entered into under subsection (b), the 
Secretary and the entity conducting the study shall each report to 
the^ Committee on Human Resources of the Senate and the Committee on 
Interstate and Foreign Commerce of the House of Representatives 
their respective preliminary recommendations respecting the matters 
described in subparagraphs (A) , (B), and (C) of subsection (aKl) 
and, if a need for cont inued Federal .financial support for nursing 
is found, the j^orm in which the support should be provided. . Not 
later than two years after such date, thle Secretary and the entity 
which conducted the study shall each report to such Committees 
recommendations respecting such matters X including the form of 
Federal financial support for nursing) and the basis for such 
recommendations." 



APPENDIX 2 • 

\ 

^. . ■ 

Appropriations Under the 
Ntirse Training Act 



Apprppriat ions under the Nurse Training Act (NTA) of 1964 and 
subsequent amendments are l^Lsted in Table 1. The listing provides 
information through Fiscal Year (FY) 1982. The latest amendments, 
which were part of the Omnibus Budget Reconciliation Act of 1981, 
extended nurse training provisions of the Public Health.^ Service Act 

through FY 1984. . '\ ' 1: . - . 

The NTA and subsequent amendments authorized. funds for a number or 

programs -of institutional support and student support.. In addition, 
support for research activities has been provided under other ^ 
provisions of the Public Health Service Act . The data' in. this appendix 
were secured from various sources in the Department of Health and ^ 
Human Services (DHHS) and Health Resources and Services Administration 
(HRSA),. " ./ . ■ ■■ '.V-'';.,. 

Formula and Capitation Grants 

Capitation grants provided support to basic nursing education 
programs from FY 1972 through FY 1981 . About 1 ,000 schools ^ received . 
assistance annually. In 1980. 1.075 schools participated, including 
386 baccalaureate programs. 554 associate degree (AD) programs, and 
135 diploma programs. About 190,000 students were enrolled in these 

schools. ' ^ ■ . 

, ' The amount of capitation support varied, among schools according to 
the type of program and number of full-time students. In 1980. the 
average-UveL_xif^upport per student counted for capitation purposes 



was i221 for students in baccalaureate :programs.-pl32_^ffl^^ in 
AD programs. and- il38 for students .in diploma programs. _ 

\ Participating schools were require^^ 
first-year students or to strengthen program activities in at least 
two spec if iedV programs. The program options were (1) training of 
. nurse>prictitinners; (2) • ericouraging;enrollment and-retejition of 
students from disaavantaged backgrounds. (3), p^ 
training ^at sites geographically; remote. |4; 
extending continuing education opportunities. ^ . 
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.TABLE 1' History of Appropriations for Nurse Training Act and Research Programs, Fiscal Year 1965-1982 
(in millions of dollars) ■ 



: T • Institutional Support S tudent Support Re Be arch 

Formula Advanced Nurse 

■ and Capi- Special Construe- Nursing Practi- Trainee- Scholar Fellow- 

::Vear^ Totar tation Projects tionS Education tioner Loans^ ships ships ships ' Grants Other'' 



;}1965 


19.8 


, 4.0 


- 2.0 










0 A 

8.0 






n A 

2iO 




ii 1966, 


-.41.5 


2.5 


3.0 


15.0 






8.9 


9.0 




> Oi9 1 


2.2 




:;;i967 


65.7 


6.0 


4.0 


25.0 






16.9' 


,.10.0 


A E 


1 A 

1.0 


f\ f% 
lu 


; 


'■;1968 


66.8 


3.0 


4.0 


25.0 ■ 






16.0 


10.0 


C ' A 

5.0 


1.1 


2.7 




'1969 


45.5 


3.0 


4.0 


8,0 






9*6 


10.5 


6.5 


1.4 


2*6' 




?1970 


,54.4,, 




8.4 


• 8.0 






16.4, 


■ 10.5 


7.2 


1.4 


2.6 




■:1971 


, 69.4 , 




1 1 e 
U.5 


9.5 






1 ') 1 ' 




n n 








J 1972 


138.7 ' 


31.5 


9.0 


19.7 






21.0 


11.5 


19.5 


' 1.4 


2.5 


12.0 


K:1973 


140.2 


38.5 


, 25.0 


'21.0 






24.0 


12.5 


21.5 


1.7 


2.5 


14.0 


5;i974 


159.6 


34.3 


19.0 ' 


20.0 






24.4 


13.0 


19.5 


■ 1.4 


2.5 


5.4 


;a975 


122.7 


34.3 


19.0 


20.0 






24.4 


13.0 


,6.0' 




1.2 


4.8 


1976 ' 


127.5 


44.0 


19.0 , 


1.0 


■2.0 


3.0 


33.5 


13.0 


12.0 










124.0 


40.0 


15.0 




9.0 


9.0 


■ 25.5 


13.0 


6.5 


1.0 


■ 5.0 • 




1:1978 • 


•'125.5 


30.0 


15.0 


3.5 


,12.0^ 


13.0 


24.0 


. 13.0 


9.0 


1.0 


5.0 






106.3 


24.0 


15.0 




. 12.0 


13.0 


14.3 


13.0 


■ 9.0 


1.0 


'■ 5.0- 




mm 


106.3 


24.0 


15.0 ' 




12.0 


13.0 , 


14.3 '■ 


■ 13iO 


9.0 ■ 


. 1.0 


5.0 




1^981 


80.3.. 


10.0... 


.. ' 12.0 




.. -UvO • .. 


13.0 


, 14.3 


13.0- 




:-1.0 


..■.5.0, ... 




$1982'' 


• 50.8 




6.2 




11.5 


11.5 , 


7.7 


• 9.6 




,.1.0 , 


3.4 




5t0TAL 1,645.0 


329.1 • 


216.1 




,70.5 


75.5 ■ 


315.4 


206.1 


148.2 


18.4 


54.0 


36.2 



;;NOTE; Some lines do not add because of rounding. ' 

tiilncludes interest payments. ' . . * ^i' 

^;^klncludes loan repayments and collections. 

I SOURCE; Department of Health and Human Services, Health Resources and Services Administration, Division of Nursing.' 
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Special Project Grants and Contracts 

Special projects to, improve the availability and quality of 
nursing education are assisted under this funding program. There are 
currently five specified purposes: 

to increase education»il opportunities for individuals from 
disadvantaged backgrounds; 
to provide/continuing education; 

to provide retraining opportunities for nurses reentering 
active practice; , 

to increase the supply pr improve the distribution of nurses 
by geographic area and speciality field; and 
to upgrade the skills^ of licensed vocational and practical 
nurses and other paraprofessional personnel. 

At least 20 percent of available funds must be used for item 1, 20 
percent for item 4, and 10 percent for item 5. 

- Three other purposes .were specified for support prior to 1982. 
They were the following: ' ^ . 

6. to assist mergers and other cooperative agreements among 
• hospitals and academic ins,.titutions^^|^ 

7. to deveiop new or modify existing training programs, develop 
research in nursing education, and improve curricula; and 

8. to assist short-term training for nurses' aides and orderlies 
in nursing homes. - 

In recent years, about 100 projects received assistance annually. 
In 1981, assistance was awarded to 98 projects at 84 nursing schools 
and 14 other agencies. About 40 percent of the projects related to 
item 7, 30 percent to item 2, 20 percent to item 4, and 10 percent to 
item 1 . 

Construction Assistance Grants Program—Nursing 

Funds. were appropriated under NTA as extended and amended, to aid 
the construction and equipping of nursing educat ion fac ilities over a 
12-year period beginning in 1966. Altogether, assistance was provided 
to 301 programs, of which 52 were diploma programs, 90 AD programs, 
105 baccalaureate programs, 43 graduate degree -programs , and 11 
continuing education programs.' About 70 percent of the projects were 
for the^ expansion or renovation of existing schools and 30 percent for 
the construction of new schools. 
_ ;_Schools expanding facilities were required to expand first-year \ 
enrollm(Svtn5y~lLt~ lea^t 5- p whichever was 

greater. Local funds financed at least 25 percent of the construction 

costs'^ ■ ■ • V . . ■ ■ ■ . ■ -r. 

Over 50,000 studerit places benefited from this activity, of which 
over 12,000 were increased first-^ear student places. Of the total. 



I. 

2. 
3. 

4. 

5. 
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aijout 16 percent were in diploma programs, 23 in AD programs, 54 
percent in baccalaureate programs, and 7 percent in graduate degree 
programs. 

i ' ' ' . • 

Advanced Nurse Training Grants and Contracts 

Assistance is made available ^^to' collegiate schools of nursing to 
(1) plan, develop, and operate, (2) sigilif icantly expand, or (3) 
maintain programs to prepare nurses at the graduate level. 
Educational programs offering master's and doctoral degrees are 
supported to help develop clinical nurse specialists, teachers, 
administrators, and supervisors. Special emghas is is now given to 
•three clinical specialties: maternal and child health, geriatrics, 
and community health nursing. 

In recent years, about 90 projects have been supported annually. 
Between 1979 and 1981, about 80 percent of the areas of concentration 
in these programs were focused on clinical specialties and about 10 
percent each on education and ajiministration. Among the clinical 
areas, maternal and child health and medical/ surgical care were the 
most frequent, followed by geriatric and community health nursing. 
About 90 percent of the programs were at the master's level and 10 
percent at the doctoral level. 

In academic year 1981, about 2,500 full-time equivalent students 
were enrolled in assisted programs, of which approximately 1,500 were 
full time. During* t\iat period, there were about 700 graduations, 

• apprdximately 14 percent of the estimated national total. 

■■■■■ ■ S • ' ■ ■;■ . 

Nurse Practitioner Grants and Contracts 

Support is provided^to (l) plan, develop and, operate, (2) 
significantly expand, or (3) maintain prograias to train nurse 
practitioners • Emphasis 'is given to training to improve care to . 
geriatric and nursing home patients and to strengthen primary health 
care in homes, amljulatory care facilities, long-term care facilities, 
and other settings. 

In recent years, about 70 projects have been funded annually. In 
1981, 75 projects were assisted, involving 103 training programs; 33 
focused on family care, 21 on pediatrics, 15 on adult care, 14 on 
geriatrics, and 11 on midwifery. About 1,900 students were enrolled 
in these projects, of which 41 awarded master's degrees and 34-awarded 
certificates. About 80 percent of the pr'ojects were at nursing 
schools, 8 percent at medical schools, 6 percent at hospitals, and 5 
percent at other participating institutions. 

Traineeships have also been provided to selected nurse, 
practitioner students who agree to serve after graduation in 
designated primary medical care shortage areas* . Eligibility was 
limited to .students from health manpower shortage' areas through 1981 ; 

* thereafter, the legislation, although not limited to residents of 
these areas, provided that special consideration be given to them. 
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Payback commitraenta equal the months of educational support. ^ 
Trainaeships were made through. participating schools; 36 scljools 
received support initially in 1978, and some of them have rc^ceived 
subsequent continuation awards. A total of 361 eligible trainees weiJe 
appointed between FY 1978 and FY 1981. 



Student Loans 



Low-interest loans up to *2,500 a year--to a total of $10,000— are 
made to assist students in basic registered nursing education. programs 
(including diploma, AD, and baccalaureate programs) and in graduate 
programs. Students may be on a full-time or half-time basis." Funds 
are awarded to participating schools on a formula based on the 
relative number of full-time nursing students. The schools make and. 
monitor the loans and must contribute at least iO percent of the total 
federal dollars awarded. 

Participating schools may retain the amounts repaid by students 
and make new loans from a revolving fund made up of collections. 
Loans are repayable over 10 years following completion of training; 
repayment may be deferred durilg advanced professional education in 
nursing, study aa a nurse anesthetist, pi service in the uniformed 
services or Peace Corps. 

About 1,150 schools have participated in this program annually. 
In~1982t about 24,000 students received loans—about 8, 200 from newly 
appropriated funds and 15,600 through the revolving funds. The ^ 
average loan was. approximately $800. . oo loio ^ 

Loans incurred under this program prior to September 29, IV/S, may 
be canceled in part for service of more than one year as a nurse in/a 
public or nonprofit hospital, health center, or other health care/ 
agency for more than one year. Since 1971, cancellations may be/up to 
85 percent for 5 years of service; previously, cancellations were up - 
to 50 percent or 10b percent, depending on the location and l^Agth o£ 
work as a nurse. Through 1979, a portion of about 150,000 laans had 
been "canceled; the number of individual nurses benef iting is not known 
because many students received multiple loans from these f^tlnds. 

Funds have also been available to rppay portions of loanp of 
nurses who serve in designated shortage areas. Fox those completing 2 
years of such service, 60 percent is repaid; for 3 yeaifs, 85 percent. 
Between 1973 and 1982, about 13.0 nurses had benef ited /f rom this loan 
repayment option. , 

\ Professional'Nurse Traineeships 

Grants are ma'de to graduate schools of nursing-and to schools of 
public health, which in turn provide traineeships for up to 36 months 
to students working toward a master's or doctoral degree. Nurses are 
prepared to serve as teachers, administrators ^d supervisors, nurse 
practitioners , and in other professional specialities determined by 
DHHS to require advanced training. These are the same clinical 



235 



specialties that have been supported^by the Advanced Nurse Training 
Program: maternal and child hoalthi geriatric nursingi community 
healthy acute care» adult carei and medical/ surgical nursing* 
Priority in the award, of trainoeships to nurse practitioner trainees 
is given to nurse midwife trainees* 

In recent years, between 2,000 and 3,000 trainees have received 
support annually. In i9Bl, awards made to 126 schools supported about 
2,000 trainees at approximately 4»6,400 each* 

Scholarships • > * 

Scholarships up to $2, 000. a year were made available to selected 
students with exceptional financial need in basic and graduate nursing 
education programs during a 14~year period beginning in 1967* Funds 
were allocated to participating schools oh a fonoiula based on the. 
relative number of full-time nursing students* The schools selected 
the scholarship recipients. 

About 1,300 schools participated in this program annually. In 
1981, 1,328 schools received funds, including 603 AD programs, A 18 
baccalaureate programs, 213 diploma programs, and 94 graduate 
programs* That year, over 8,900 students received benefits, about 4 
percent of the total student body. 

During the program* s operation, over 200,000 scholarships were 
made available. It is estimated that in excess of 67,000 students 
benefited.* The average annual scholarship was about $1,000. 

Research Fellowships 

Fellowships are awarded for full-^time predoctoral and postdoctoral 
'education in nursing and related behavioral and biological sciences 
under the authority of the Section 472 of the Public Health Service 
Act. Support is aimed at preparing nurses to conduct and direct 
^research, collaborate in interdisciplinary research, and strengthen 
faculties in nursing schools. Support may be provided up to 5 years 
for predoctoral. programs and up to 3 years for postdoctoral programs* 
Payback agteements require participation in research or teaching 
activities for periods coraraensurate with the educational support 
received. ^ \ ^ 

In recent years', an average of about 115 predoctoral and 3 
postdoctoral fellowships have been supported each year-. In 1981, 47 
new fellowships were awarded, of which 22 were in nursing, 11 in 
behavioral sciences, 3 in biomedical sciences , and 11 in other fjields. 
Fellowships.. are sometimes referred to as National Research Service 
Awards. 
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Research Grants 

Grants ore made to achooU of nursing and other public and private 
institutions to support high-quality research projects, under the 
authority of Section 301 of the Public Health Service Act. Basic and 
clinical research related to patient care and clinical therapy,' as 
well as to nursing education, manpower, and administration, is 
emphaaiaed. In recent years, about 50 awards have been made annually. 
At tho e\id of FY 1981, 58 projects were ongoing, of which 23 wore focused 
on nursing practice and 11 on fundamental issues on which nursing 
practice research is based; 13 were institutional projects designed to 
enhance the research capabilities of schools of nursing with doctoral 
programs; 6 were concerned with such issues as stress, parenting, and 
health promotion; and 5 dealt with the delivery of nursing services 
and professional issues, such as nursing staff turnover. 



Other 

Between 1972 and 1975, funds were available for specific other 
programs. These included aid to nursing schools experiencing 
financial distress, start-up grants to initiate new nursing programs, 
and funds to encourage recruitment of groups underrepresented in 
nursing, including minorities. Authority for financial distress 
grants was reinstated in 1981, but no funds have been appropriated 
under the new provision. 



APPENDIX 3 



Summary of Inforaiation on 
State Reports of Nursing Issues 



Murslng Issues have been studied in almost every state of the 
nation during the past few years* Reports of recent studies have been 
identified from 45 ftates* More than 75 such studies were completed / 
between 1977 and 1982. 

As indicated In"* Table 1» many agencies'-«-both public and private*-* 
have sponsored ancl published studies of nursing issues in recent 
years* In many statesi more than one agency undertook such reviews* 
In soiae cases i the multiple state studies were complementary! focusing 
on different aspects of the subject; in othersi they present different 
perspectives and conclusions* 

A majority of the recent state nursing studies have been sponsored 
by public agencies* Altogether about two**thirds were by official 
bodies* State higher education agencies were the most frequent 
sponsors* Other public agencies that were active along these lines in 
many states were nursing or other schools at a state university « state 
health planning agencies i and governors* commissions and legislative 
committees* In other casesi health departments i education departments) 
and nursing boards took the lead* 

Private agencies assumed responsibilities for reviews of nursing 
issues in about one^third of the stai;es*. State hospital associations 
often conducted studies of nursing problems being experienced by their 
member hospitals* State nurses* associations carried out such studies 
directly in many states and participated actively in others* 

There has been broad participation in many of these efforts* 
Committees composed of representatives of the many parties concerned 
with nursing matters were reported to have been involved in about 
one-'half of the studies* In^some caseSi they were responsible for 
directing th^ worki and in others they had advisory roles* In many 
cases I public hearings provided opportunities for other concerned 
parties to. part icipate* 

In about one-half of the state9i/the studies involved detailed 
analyses* In the past 2 yearsi for examplei reports of extensive 
studies were issued in Alaska> Arizonai AricansfiSi Georgiai Indianai 
Maryland, Michigan, Ohio, South Carolina, and Wyoming* 

About 40 of the ^tudies addressed educational issues and a similar 
number focused on .employment aspects* Approximately 25 studies 
presented projections of future requirements and resources and about 
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|mE 1 Major State Reports on Nursing' Issues, 1977-1982 



4 Sponsoring Agency and Year of Report 



iReg ion/state ' ' " Agency 



State, ■ State 

Higher « Health ' Other, State State . Other 

Education State Planning Governor or, Official Nurses, |Ho,9pital - Private 

University Agency legislature Agency Association Associat ion Agency 



lillONAL TOTAL 
lEast - : ■ ■ 
^Connecticut 



liiew Hampshire 
|ifcw:;jer8ey.. 
llfw'Vork- 
IjPermaylvania 
lihcKie island 

tee;--: ^ 



jriiidweat' 



iMichigan 
lilinesota 
iMissoun . 



16 



1980 



1980 
1981 



1980, 
19.80 



9 . 



1982 
1979 



7 



6 



1982 



1981 



1982 
1982 



1981 



1977 



1981 



13 



9 



1981 



1980 



1979 
1980 



1980 - 
1977 
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15 



2 



1982 
1981 
1981 

1981 



1981 



/ 



■ V, 



K3 



South 



Alabama 


, 1980 5 


Arkansas 




Delaware 




Florida 


. 1982 


Georgia 


' 19^1 


Kentucky 


1982 


Louisiana 




'Maryland ^ 




Mississippi 


. 1978 


North Carolina 




Oklahoma 




South Carolina 


1981 


Tennessee 


1977 


Texas . ^ 


i 


Virginia 


* ■ • - - 

1977 


West Virginia 




Southern / 




y Regional . .^ 




■ ..Education ^ 




'■. Board 





West 

Alaska 

Arizona 

California 

Colorado 

Hawaii 

Idaho 

Jisvada 

New Mexico 

Oregon 

Utah 

Wyoming 



1981 
1979 



1978 



.1981 • 



1980 



1981 



1981 
' 1981 



1979 



1978.1980 • /' 
1981 , \ 



1982 



1982 

] 

1980 

,1982- 
1980 



1980 



1981 
1982 



1977 



1980 



1981 



1981 
1979 

1978,1980 
1977 



1980 



1981 
1981 



1981 



1980 
1980 



1982 



1980 
1981 
1980 



•"■ .1980 



1981 
1980 



1981 



iNOTE: Does not include studies underway in 1982 for which there is no report available. 
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20 studies included information on current shortages of nursing 
personnnel* Many repprts covered various aspects of the subject. 

As would be expected, studies conducted by higher education - 
agencies, state universities, and educat ion departments JCended to 
focus on educational issues. Those undertaken by hospital 
associations tended to concentrate on employment topics . Those 
initiated' by gbvernors' coramissionia, legislative committees, planning, 
agencii^s, and nursing associations often addressed a broad range of 
subjects . 

In reviews of educational issues, the. most common topics that were 
considered iji these reports were extension of continuing education 
programs, extension of programs to help tiurses to advanciB,.from one 
educational level, tb. the next; and expansion of graduate programs. 
Other matters receiving considerable ^ttentioh were the -relation* of 
education to practice, preparation of ifaculty, increases in 
enrollment, coordination of educational programs, strengthening of " 
clinical experiences, and development of off -campus courses. 

Reviews of employment issues often focused on the nature. of 
working conditions.^ salary Ifevels and ranges, and opportunities for 
career advancement. Other subjects along thi^ line that were 
frequently distussed were the effect of vacancies, the impact of new 
technology, changes in nursing roles and responsibilities, problem of 
geographical distribution, and difficulties in, staffing particular 
shifts. 

Reports of future nursing, requirements and resources -are, coraraonXy 
based on local efforts to apply the* forecasting methodology developed 
by the Western Interstate Coramissiori' for Higher. Education (WICHE). 
The essential characteristic of this forecasting approach is the use 
of panels of experts to^stimate, by means of professional judgments 
and criteria, the numbers and types of staffing and the..nursing 
service, utilization rat ibs that are' believed to be lieciBssary to meet 
desirable health care goals. — -^^^ 

In some cas_e,a,_-Other'^approaches were taken. In^ a few reports, the 
^ resu It s"^df projections based on different methods are compared. The 
"target" year varied considerably among the studies, ranging from 1982 
to 1995. in inost reports , the projections indicated desired changes 
in the mix of nurses that would result in estimated' shortages of 
registered nurses (KNs) , particularly those with baccalaureate degrees 
and surpluses "of licensed practical nurses (LPNs) . 

Studies of current shortages of nursing personnel were usually 
made by state hospital associations among their m^ber institutions. 
While' hospitals were the usual respondents, long-temn institutions 
were sometimes included also. Estimated shortages of RNs during 19.80 
tended to be in the range of 10-15 percent overall; especially serious 
problems were often reported in filling positions for intensive care 
units^, on certain shifts (e.g. , night and weekends) , in rural areas, 
and in inner cities. More recent reports indicate less pressure in > 
some situations but continuing problems in other areas. 

The state studies suggest that two types of nursing shortages are 
of major concern^ - On the otie hand, many are concerned about the 
« availability of nurses to assume full-time positions in hospitals and 
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sometimes in nursing homes. On the other /hand, others are concerned 
about the supply of nurses, with what is considered adequate 
preparation, ^usually at or above the baccalaureate level, to handle 
Increased responsibilities. 

Many' reports also identified other issues of importance. Conmon 
among them were the numbers and responsibilities of LPNs, inadequacies 
of available data, and needs for additional research. Other topics 
- — that lwere_gf teri^/^^ were the roles. and- responsibilities of nurse 

prac titipnqrs , - the nuSHFr Hof ~mirtority-nurse^s 
and the impact of changes in health care financing. 

The state studies tend to concentrate «on local and state actions 
to address identified problems./'^They often focus on needs and 
; opportunities to make more effective uses of already available 
resources and to recognize the increasing restraints on new public 
spendidjg. Somie reports^ however, recommend e^cpansion of state funds 
for scholarships and institutional suppbrt. Only about one-quarter of 
these studies. included references to federal grant programs for 
nursing, and almost all pt these statements are descriptive in nature. 

Actions to implement the recommendations of these studies have 
been initiated in many /states. Commonly, those such activities have 
..been slowed or delayed by the economic and fiscal difficulties being 
experienced in many parts of the country. In some states, detailed 
implementation sched^ules have been formulated assigning specific 
responsibilities to designated agencies and groups. 

In many states these reports have resulted in efforts to establish 
continuing mechanisms to oversee the development of nursing resources 
and issues. Th^ese arrangements have included representatives of the 
many public and private agencies with interests in these topics, 
inc 1 ud ing _p e r s o hne 1— f r ora e d ^c a t i on a 1- iris ta t u t i onsT7emp 1 oy e r s > and 
prof essionalVassociations. They have been aimed at making more 
, effective u^e of available resources as well as facilitating / 
implementation and monitoring changes. 

For the convenience of the reader the sources of major state 
. reports of/ nursing issues are presented in Table 2. 
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|TAjBLE 2 Sources of Major State ReRorta m 



State 



Month/Year Sponsoring Agency 



Title 



lEast 



iMiaine 



January 1982 



jiibnnec ticut * March 1981 / Department of Health Services 

•HaSordi5cT.Cp6l^^ 

Bureau of Health Planning 

;:';|a&,i)e^lo^ 
DepartiQent of Human Services , 

;:;Augu8tai^ME:;,()4^^^^^ 

Mass* Nurses Association 
Boston, M^^^^^^^^^^ 

Development Di^visipn ■ 
Mass. Hospital .Association 
'Burlingtoh, MA 01803 ^ 

N.H. Nurses Association . 
Concord, NH 03301 



*;V'. ; ' ■ ■ ■ 

^^Massachusetts August 1979 



January 1982 



i;;: New Hampshire 1980 



A-'', ' - . 



5|t , 



Analysis of Current Nurse 
Supply in Connecticut 

'^rses: 1980-19^1 



Status of Nurses in i 
Massachusetts ' - • 

The. Supply of "Nurses in 
Massachuetts : A Quant ita- 
tive Analysis 

Foundations for Growth : 
Nursing Resources and \ 
Requirements in New; Hampshire 

jGuideJlines^^ 4: ; , 
lan|fe;Nur8ing:oin^^ ^' : ■■' 
"^;Haip8hir6:;;i--' ■ ; d.;- ; 



January 1981 



N;H. -Hospital Association 
Concord, .NH::0'3301;;,\ 



v^,;;:Po flit wn|St4t^ 
f or :;New 'Hampshire''- v';;- 



Jew Jersey July 1980 



New York 



6 



IRhode Island 



August l-^Sl 



January 1981 



Pennsylvania October 1980 



N.J, Department of Higher ' 

Education 
Trenton, NJ 08625 " 

Health Research and 

Educational Trust of N.J. 
Princeton, .NJ 08540 

N.Y. State Health Planning 

Comission 
Albany, NY 12237 

Pennsylvania Nurses 

Association 
Harrisburg, PA 17110 



January 1981 Hospital Association of 

Pennsylvania ' 
- V Camp Hill, PA 17011 



November 1980 



Rhode Island Department 
- of. Education 
Providence, RI '02906 



September 1977 Rhode Island State Nurses 

Association 
Providence, RI 02906 



An Analysis of the Need 
for 'Registered Nurses in . 
N.J.: 1979-1980 ' ' 

The Shortage of Nurses in ' 
N.J.: Causes and Remedies 



Are Nurses In Short • ' 
Supply? A New York State 
Perspective ' 

, Report and' Recommendations 
of the Task Force on the 
.Educational Preparation of 

Nurses'^ , , ■ 

Analysis of Supply and ■ . 
Requirement s' in 
Pennsylvania and the 
United, States, 

•;' , Review of Undergraduate 
Programs in Nursing in 
Rhode Island, Public 
Institutions of Higher 
'•Education 

... ■ I ' I 

Analysis arid Planning for 
Improved Di stribut ion of ■ 
Nursing Personnel and Services 
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TABLE 2 (continued) 



J 



State 



Month/Year S'ponsoring Agency 



Title 



Midwest 



Illinois 



'May 1980 



January 1981 



Board of Higher Education 
Springfield, XL 62701 

Commission on Critical 

Health Issues 
General Assembly 
State of Illinois 
Springfield, IL,, 62701 



A Statewide Plan for . 
Nursing Education 

Nursing Shortage Near 
Crisis Level? 



Indiana 



Iowa 



September 1981 Illinois Hospital Association 
Oak Brook, IL , 60521 . 



January 1981 



Commission for Higher 

Education 
Indianapolis, IN : A6204 



December 1977 Board of Nursing 

Des Moines, lA. 50319 



. Nursing Personnel in 
Illinois 

Recommendations for 
y Nursing Education 



The Impact of {Basic 
Nursing Educatilon and 
"tKe"PractTce~of Registered " 
Nurses in the State of Iowa 



Kansas 



January 1982 



March 1977 



Statewide Health 

Coordinating Council. 
Department of Health/and 

Environment / ■ 
Topeka, KS 66620 / ' 

';. ■ /'■', ' ■ ■' 

Legislative Educational 

Planning Committee 
Legislative Research ■ 0R 7 

:Topekaiiks:-v:'66612V:>^^ 



■Nursing Resources 



Nursing Education 



March 19,82 



Augufii: 1980 



May 1980 



April 1981 
August 1982 
October 1979 



Statewide Health 
, Coordinating Council 
Office of Health and 

Medical Affairs 
Lansing, M,I . 

Higher Education 
Coordinating Board 

St..Paul, MN 55101 

Poorditating Board for 

Higher Education 
Jefferson City, MO 65101 - 

Division of Nursing , 
Departnient of Health 
Columbus, OH 43216 

Rural AHEC Program 
University of South Dakota 
VemiilUon, SD 57069 

Statewide Study of Nursing 
and Nursing Education - 

University of Wisconsin 
System \ 

Madison, , WI 53706 \ 



Proposed State Health 
Plan 1983-1987, Vol, III, 
Health Personnel 



A Report on Nursing Educa- 
tion in Minnesota 

Issues and Consideration ' 
Impacting oh Policy Con- 
siderations in Nursing 
Education 

Master Plan for Nursing 



Nuirsing^tudy and Demand 
iiii 'South Dakota, 

Wisconsin Statewide Study 
of Nursing and Nursing 
Education, Vol. I, 11, and 

in " 



TABLE 2 (continued) 



State 



Month/Year Sponsoring Agency 



Title 



South 
Alabama" 

Arkansas 



Delaware 



Florida 



Georgia 



November,; 1980 Commission, on Higher 
• ■; . ■■ Education 

Montgomery, AL 36197,. 
September 1981,, Statewide Planning, and 

, Development for Nursing 

Education Project 
Little Rock, AR "72201 



March 1981 



August 1981 



June 1982 



June 1981 



Nursing Education in 
Alabama 

Future Direction for Nursing 
Education in Arkansas 

Nursing Requirement and 
Supply in Arkansas, ' 
1980-1985 ^ ■ 



Arkansas Hospital Association Survey , of Registered 
Little Rock, AR'. 72207 , Nurses in Hospital 



Association of Delaware 

Hospitals ' 
Dover, ,DE 19901 

Postsecondary Education" 
Planning Commission • 
'Tallahassee, FL 3230.1 



A Study of the Supply 
and Demand for Nurses 
in Delaware 

Nursing Education 
in Florida 



March 1980 ---===Depar-to^ 

Tallahassee,. iFL 32301 



Board of Regents 
University System of • 
f" Georgia . 



==Progre=ff8=Rep"ort-="on the 
Regional Consortia, • 

,v Approach to Nursing Education 
in Florida 



^t'atewide Assessment 
of Nursing Education 



August 1982 



October 1980 



August 1982 



January 1981 



1977 



Deceinber^l980 



March 1978 



Council on Higher Education - 
Frankfort, KY 40601; • 



Study of Nursing Manpower" 
Requirement and Resources 
Kentucky. 1981 and 1985 



Louisiana Hospital Association Recruitment and Retention 
Baton Rouge, LA 70898 of Registered Nurses by 

Louisiana Hospitals 

Report of the Governor's 
Commission on- Nursing 
Issues 

t > 
A Review of the Nursing 
Shortage in Maryland " 



Governor's Coraraissibn on 

Nursing Issues 
Annapolis, MD 21401 

Department of Health\and 

MentaJ. Hygiene 
Baltirao^re, MD 21201 ' 

Maryland Nurses Association 
Baltimore, MD 21218 ' \ . 



A Study of Nursing and 
Nursing Jducation in 
Maryland 



Maryland Hospital Association Nursing in Maryland 
Lutherville, MD 21093 



Board of Trustees 
.State Institutions of 

Higher Learning 
•Jackson, MS 39205 




Maryland Hospitals—In 
ritical Condition? 



An Assessment of Nursing 
Needs\and Resources in 
Mississippi for 1981 



im 2 (continued) 



State 



Month/Year Sponsoring Agency 



North Carolina February, 1981 Board of Governors .. 

Univ. of North Carolina 
... Chapel Hill, NC , 27514 

/' ' April 1982 ■■ N.C. Area Health Education 

Systems- 
Chapel Hill, NC: 27514 

' August 1982 N.C. Task Force in Nursing 

Prograin on Access to 
HealttfCare 

i Raleigh, NC • 27605 



Title 



Nursing Education: 1980- 
1985 



Nurse' Manpower Sune; 



Preliminary Report 6f 
Task Force on Nursing 



Oklahoma 



September 1980 Oklahoma Nurses Association 
^ ^ Oklahoma City, OK 73103 



State Master Plan for 
Nursing ; " 



1980 



feuth=earol-ka--June4981- 



.Governor's Commission on 

Nursing 
Oklahoma City, OK 73103 



Commission on Higher;. 

Education 
Columbus, SC 29201 



Tennessee February 1977, Higher Education Commission, 
U' ' ' ' Nashville, TN 37219 



-Ihe-South-jJAroli iia Plan 



for Nursing Education 



Nursing Education Needs 
in Tennessee 



^Texas 



1980 



May 1982 



February 1981 



Virginia 



1977 



School of Nursing 
University, of Texas 
Austin, -TX 78701 

Governor's Task Force 
on Higher Education 
Austin, TX 78711 

Texas Nurses Association 
Austin, TX 78752 



January 1981 Texas Hospital Association 
Austin, TX 78761 



State Council of Higher 

Education 
Richmond, VA 23219 



Conditions Associated With 
Registered Nurse Employ- 
nent in Texas 

Nursing Education 
in Texas 



Nurse Shortage 
in Texas 

Texas Suffering From 
Acute Shortage of Nurses 

Health Manpower Study: 
Registered Nurses 



1930 



1980 



West Virginia February 1980 



Task Force on Nursing 

Shortage 
Va. Nurses Association 
Richmond, VA 23230 

Va. Hospital Association 
Richmond, VA 23230 . 



Governor's Commission 

on Nursing 
W, Va. Department of , 

Health 
Charleston, WV 25305 



Inactiye^Registered , 
Nurses Study 



Current Supply and Demand 
for Registered Nurses in 
Virginia 

f 

Registered Nurses, 
Licensed Practical Nurses 
Manpower Projections for 
1984 



TABLE 2 (continued) 




Southern 
Regional 
Education 
loard 



Southern Regional Education 

Board 
Atlanta, GA > 30309 



Pathways to Practice 



West 



Alaska 



Arizona 



August 1981 



May 1981 ^ 



Fall 1981 



May 1981 



California , January 1981 



School of, Nursing 
University of Alaska 
Anchorage, AK 99504 

State Health Planning 
Development Agency 
Phoenix, AZ 85007 . 



Department of Heklth Services 
Phoenix, AZ 85007 



Analysis an^ Piping 
Project^ for Nursing 
Requirements and Resources 

Nursing Manpower Btudy- 
The Status of Nursing in , 

4 ' 

Arizona . 

Report of the Arizona 
Nursing Manpower Project 



Arizona Hospital Association Action Plan of Nursing 
Phoenix, AZ 85040 Task Force 



California Postsecondary 

Education Commission 
Sacramento, CA , 95814 



A Report on Health . 
Sciences Education 
Planning in California 



1981 California Health ' 



June 1979 .Department of Consumer 

Affairs 
' Sacraraento,^ OA 95814 

June 1980 . , California Hospital 

Association 
Sacramento, CA 95814 , 

ApVil 1979 Colorado Coimi^sion on 

Higher Education 
Denver, CO 80203 

April 1978 Western Interstate 

Coikission for Higher 
Education . 
Boulder, CO 80302 



California Health 
Personnel Licensure Policy 



The Employment of 
Registered Nurses by 
California Hospitals 

A Review of Nursing 
Education Programs 
in Colorado 

» 

Colorado Nursing Needs 
Assessment Project 



October 1980 Department of Personnel" 
Denver, CO 80203 ^ 



1979 



University of Hawaii ; 
Honolulu, HI. 



Compensation Study and' 
and Occupational, Review of 
Direct jiealth. Care Classes 

Report of the Advisory' . 
Committee on Nursing 
Education " 



1977 



June 1981 



State Board of Education 
^ Boise, ID 83720 



Idaho tjlospital Association 
Boise, ID '83707 



A Report on the Nurse 
Education Curriculum. 
Review 

The Nursing Shortage 
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:TABLi 2 (continued) • • . 



tState 'Honth/Year Sponsoring Agency , - Title 



Nevada- 


1980 


Nevada Nursinf Association 
Reno, NV 


II * * 


New Mexico 

1 


June 1JI8 


School of Medicine 
University of New Hexico 
Jlbuquerque, 1 87131 


Nursing Demand and Supply • 
in New Mexico, 1977-1982 




April 1980 


Division of Nursing 
• University of Albuquerque 
All)uqiie,rque, 1 87U0 ' 


Final Report of New Mexico 
SNAP Project 

i 


Oregon 

ij. 

; 


February 1981 

ft 

•1 


frthool of Nursing , 
University of Oregon 

Health Sciences Center 
Portland, OR , 97201 ' ' 


Report of Survey of 
. Nurses • , 

1 


Utah 

■ r 


August 1978 


Board of Regents 

Salt lake (Sity, UT 84102 

■ * 


Study of Nursing Manpower 
Requirements for Utah, 

M978-199,5 

■ ' ■ ■ ^ S 


Wyoming 

c. _. . 


1982 


1 4 

State Health Planning 
" and Development Agency 

Cheyenne, WY 82002 ^ 


Wyoming: Nursing Manpower 
. Plan, 1^82-1986 

4 



APPENDIX 4 



Certificates for \ ' 
specialist Registered Nurses 



This study has idehtLfied 13 cer**Lfying organizations reporting 
special certification for 699I40 registered nurses (KNs), of whom 
13,593 are nurse practitioners and nurse raidwives. The following 
tables list, these organizations together with relevant information. 
Table 1 lists all identif ied^nurse certifying organizations. Tables 2 
and 3 contain information on two organizations that certify RNs in 
specialty areas. In all tables, certification for nurse practitioners/ 
nurse midwives is underlined. The information was obtained from' 
members of the National Federation for Specialty Nursing Organizations, 
and^ American Nurses* Association publications in November 1982. 



TABLE 1 All Identified Nurse Certifying Organizations 



Organizat ion 



Total 

Year Began Number , Eligibility Requirements 
Certifying Certified ^f or Certification 



/^erican Nurses' 
Asspciation (ANA) 

American Associa-^ 
tion Qf Critical 
Care Niirses (AACN) 



19 74 



1976 



10,269^ (detail in Table 2) 



12, 101 -RN licensure 

-1 year of critical care 
> experience, within past 3 

. years 



American Associa- 
tion oi Nurse 
Anesthetists 
(AANA) 



1946 



'19,000 -RN' licensure 

-graduat ion from approved 
program in nurse 
anesthesia 



American College 
of Nurse Midwives 
(ACNM) • ' 



1971 



2,598 -RN licensure 

-graduation from approved 
program in. nurse midwifery 
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TABLE 1 (continued) 



Organization 



Association of 
Operating Room 
Nurses (AORN) 



Year: Began 
Certifying 



Total • . ■ ' 

Number Eligibility Requirements 
Certified for Certification 



1979 



'3,770 -RN licensure 

-2400 hours of practical 
e'icperience in operating^ 
room within the last 2 
years 

-must be recertified every 
5. years 



Emergency. Depart- 
ment Nurses 
Association 

Nurses Associa- 
tion of the 
American College 
of Obstetrics, 
and Gynecology 
(NAAOOG) 

American Board of 
Neurosurgical 
Nurses - 

American Associa- 
tion of Occupa- 
• tional Health 
Nurses (AAOHN) 



/teaerican Bqard of 
UrblogLC Allied 
Health Profes- 
sionals 



1980 



1975 



6,0Q0 



3,968 



1977 



1972k 



1,120 



i>40^ 



1972 



--500; 
"a few^' 
LPNs 



-RN licensure 

-2 years of emergency room 
experience is recommended 

(detail in, Table 3), 



N 



-RN licebaure 
-2 years of experience 
preferably in the field 

-RN^ licensure , 

-5, years of experience 
in occupational health 
nursing 

-60 contact hours of con- 
tinuing education within 
last 5 years 

-currently employed full 
time in occupational 
health nursing 

-RN or LPN or physician's 
-assistant licensure 
employed in urology for 
at^least 1 year prior to 
examination 



277 



255 



TABLE 1 (continued) 



Organization 



International 
Association for' 
accredited 
Enterostomal 
Therapy 



' • Total ' 
Year Begati Number 'Eligibility Requirefn|iit8 
Certifying Certified for Certification 



1979 



608. -RN licensure ^ 
--graduate of a 6 :to 
8-week enterostomal 
therapy course ' 
•-practice^ as an RN for at 
least, 2 years prior to 
attending enterostomal 
course r ^ 



Board of 
Ne phrology 
field 
Examiners 



19 V7 



'4,000 * -RN licensure 

-currently employed in 

-1 year of clinical 
experience in field 



National Boar d of 
Pediatric rs * ^ 
Practifci o m^rs ^and 
AssociaV>es 



1977 2,800 -RN licensure 

-graduation frora"^a formal 
pediatric niirs6 
practitioner program 



iQ*o€^ aot include those joi^itly certified with NAACOG, but does : 
incXudle nurse practitioners. 

^T^ae AAOHN began certifying occupational health' nurse in 1972, 
From 1972 -r.tfl 1974, those nursed) desiring certification were ^ ,^ 
''grandfathered** in. The first occupatioral .health nursing certifying 
exam was given in 1974. 
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TABLE 2 American Nurses* Association, Specialty Certification 



Title of Total Number Eligibility Requirements 
Specialty Area > Certified^ for Certification 



Adult clinical 
specialist 
(psychiatric 
and mental 
health nursing) 



731 



Child and 

adolescent 

spec-: list 

(psychiatric 

and mental 

health 

nursing) 

Psychiatric 
and mental , 
health nuirsing 



66 



633 



Med ic a 1- sur g ic a 1 
nursing 



437 



Medical-surg ical 

Clinical 

special,i3ts 



154 



-MSN in, psychiatric and mental 

health nursing; / \- 

-currently employed in direct patient 

care at least 4 houi^s- each week 
-post-MSN practice in field at; least 

8 hours per week for years or 4 

hours per week for 4 years 
-experience in at least 2 different 

treatment modalities 
-100 hours post-MSN supervision 
-access to clinical supervision 

or consulation 



-as above 



-currently practicing in field giving / 
direct patient care' at least 4 htfurs 
per week 

-have prflicticed 24 of the last 48 

months iti the field 
-have access to supervision or - 

consultation " 

* - 

-currently practicing in field 

giving airect patient care least 

16 hours per week ' , 
-haye practiced 24 of last 36 months 

in field an average of at least 16 

hours per week - 

-MSN • u " , 

-currently practicing in field 
giving direct patient care an 
average of at least 4 hours per week 
-have practiced 12 of ' laot 24 months 
as clinical specialist (post MSN) 
giving direct patient care an average 
of at lea^t 16 hours per week 
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TABLE 2 (continued) 



257 



Title of ^^ 
Specialty Area 



Total Number 
Certiif ied 



Eligibility Requirements 
for Certification 



Child and 

adolescent 

nursing 



95 



Gerontology 
nursing 

Nurse 

administration 



49 r 



1,119 



Nurse j«idr\iri? - 
str.it ion 
advanced 



413 



Community health 
nursing 

High-ri'sk 
perinatal 
nursing 



21% 



0£ 



-1»500 hours of direct patient care 

in maternal and child health 
-provided at least 200 hours of 

direct nursing care "to children and 

adolescents 2 of last 3 years 
-30 contact hours of continuing 

education in field within last 3 yea^s 

-2 years of practice as a. 
gerontological nurse 

-currently, in middle management or 
executive nursing administrative 
position 

''*ut't% e .en in middle or executive 
levt 1 m;^si^.^.^ administrative position 
e;t i-.^ast 24 months within last 5 years 

- ii;<v;T;intation of administrative 
r.toivcnsihilities , 

-master's degree . - 

-currently in execu^.ive level 

nursing administration or p^jvidinjg 

consultation in same 
-have worked in executive level 

nursing position or provided such 

consultation at least 36 months 

within last 5 years 
-documentation of administrative 

responsibilities 

-have practiced 2 of last 5 yf^ars 
as a community health nurse 

-1,500 hours of direct patient care in 
maternal and child heialth nursing 
practice 

-have provided at least 300 hours of 
direct nursing care in field for 2 of 
last 3 years (time spent in formal 
program for advanced study may count 
for 1 year) : 

-have 30 contact hours of continuing 
education' in field within last 3 years 
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TABLE 2 (continued) 



V 



Title of ~ Total W^ikber 

Specialty Area Certified 



Eligibility Requirements 
for Certification ^ 



Maternal and 
Child Health 
(MCH) nursing 



Pediatric nurse 
practitioner 



0£ 



450 



School nurse 
practitioner 



272 



Adult nurse 
practitioner 



2,4^68 



Family nurse 
practitioner 



2,630 



-2,100 hours of direct patient care in 
MCH nursing 

-30 contact hours of continuing 
education in field within last 3 years 

-xorapleted program of study that meets' 
criteria identified by ANA and 
American Academy of Pediatrics in ; 
''Guidelines on Short-Term Continuing 
Education Programs for Pediatric 
Nurse Associates" or "Guidelines for 
Nurse Practitioner Training Programs" 

-completed formal education program 
affiliated with an institution '^of 
higher learning of at least 9 months 
or 1 academic year of full-time 
study, including didactic and clinical 
components as out^ned in the 
"Certification GuS&p lines , for 
Educational Preparation of School 
Nurse \Pract i^ioners" 

-completed formal educational program 
affiliated with institution of higher 
learning of at least 9, months or ,1 
academic year of full-time study 
including didactic and clinical 
ccaponents. as outlined in the 
"Certification Guidelines for 
Educational Preparation of Adult 
Nurse Practitioners" - . 

-completed formal educationial program 
affiliated with an ins.titution of 
higher learning of at least 9 months 
or 1 academic year of full-time study 
including didactic and clinical 
components as outlir^d in 
"Certification Guidelines for 
Edjucational Preparation of Family 
Nurfle^JPractitioners" 
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TABLE 2 (continued) 



Title of 
Specialty Area 



Total Number Eligibility Requirements 
Certif iied tot Certif ic^vtion 



Gerontolog ical 
nurse 

practitioner 



91 



-completed formal program of study that 
prepares nurses to function as adult i 
family, or gerontological nurse 
practitioners as outlined in 
"Guidelines for Nurse Practitioner 
Training Programs" . \ 



NOTE: Taken from American Nurses' Association. 1983 certification 
catalog.' Kansas City, Mo.: America^ Nurses ' Association, 1982. \^ 



SPirst <jxaraination was given Jin October 1982. Results not yet 
available. 
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TABL'fe 3 Nurses* Asspciation of the American College of Obstetrics 
and Gynecology (NAACOG) Specialty CertLf icat ion 



Title of 
Specialty Area 



InpatienL * 
obstetric nurse 



Neonatal 
intensive care 
nurse 

Neonatal nurse 
clinic ian/ 
practitioner 



OB/GYN nurse 
practitioner 



Maternal , 
gynecologic, 
and neonatal 
nursing (joint 
certification 
with ANA) 



Total Number 
Certified 



El igibility Requirements 
for Certification 



865 



405 



05, 



2,284 



414 



4-2 years of experience in field 
-employment in field within last 2 
yeara. 

-2 years of experience in field 
-employment in field within last 2 
years 

-2 years of experience in ^ield or 
certification as an NICU nurse 

-graduation from neonatal nurse 
clinician/practitioner program that 
is at least 12 weeks long and 
acceptable to NAACOG, or 4 years oi 
RN employment in NICU with at least 

2 years as a neonatal nurse 
practitioner or clinician 

-completion of formal nurse 
practitioner progam that has at lest 

3 months of OB/GYN content,, is at 
least 12 weeks in length,-, and is 
found acceptable to NAACOG 

no longer offered 



SFirst examination will be offered in 1983, 



4 
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APPENDIX 5 



Projections of Registered Nurse 
Supply and Requirements / 



The projections of the supply and <^raand for registered nurses 
(RNs) raa^'e by the study conimittee 'are btf^ed on and ^developed frora^ 
earlier work supported by the bepartraent of Health and Human Services 
(DHHS), Health Resources Administration (HKA) • TJhis appendix 
describes in some detail the methods contributing to both the DHHS 
projections and those of our study , discusses methods and findings of 
the study, and makes some comparison of the study conclusions with 
those made most recently by the DHHS, contained its Third Report to 
Congress.^ 

As is indicated in Chapter II, supply and requirement models are 
based on assumptions about future population dynamics , health service 
delivery patterns, and nurse utilization trends. Different 
assumptions about any of these factors will affect resulting RN 
projections. Because it is difficult to anticipate how these factors 
may change and interact in the future, some caution must be exercised 
in using model projections* 



Current Supply., of Registered Nurses / 

The best data available on the current supply of RNs in the United 
States are those contained in The Registered Nurse Pop ulation, an 
Overview. From the National Sample Survey of Registered Nurses, 
November, 1980 .^ Those figures, in final form, were released by the 
HRA in July 1982. The report est imated that 1, 272, 900 RNs were 
employed in nursing— a sharp and unexpected increase of about 30 
percent over the 1977 Sample Survey, which had led to an estimate of a 
total of 987,200 in that year. ^ 

Projections of the Supply of Registered Nurses 

The DHHS and its predecessors over a long period have made or 
sponsored a number of projections of the supply of RNs • These 
proje~ction8~were made on the basis of either the total number of 
living graduates of nursing schools, or the number of RNs currently ^ 
li^nsed, the latter being the basis for the projections contained in 
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the recent Third Report to Congress .^i^i 5 Q^j^y the moat recent 
projectionu of the DHHS are discussed below. 

\ 

I 

DHHS Projections J 

These projections responded to the requirements of Section 951 of 
P.L. 94-63, vhich directed that the adequacy of the supply of RNs for 
the future be considered according to level of educational 
preparation, within each state as well as nationally^ Projections 
were made to the year 2000 and were included in the Third Report to 
Congress.' The following description of . the projection meth^^s is 
abstracted from that report, | u 

Three 'types of projections were made on a state-by-state ^||^s is: 

^ _^ _. ises to practice 

• the RN supply—all those practicing nursing ' 

• the full-time equivalent (FTE) supply — RNs practicing full time 
plus one-half of those practicing part time. ♦ ; 

Xhfe projections were divided into three levels of highest 
educational preparation: associate degree (AD) or diploma, 
baccalaureate, and master's and doctorate. | 

The projections dhow the RN population and supply on ;an annual 
basis as a function of three characteristics of that population: (l) 
the 50 states and the District of Columbia, (2) three levels of 
highest educational preparation, and (3) age groups* 

The projections were initiated from a data set based 
National Sample Survey of Registered Nurses amplified by 
1972 Inventory of .Registered Nurses. (The Third Report to 
Congress noted that data from th*? National Sample Survejf of Registered 
Nurse^ l^otvember 1980 survey wo e ^ sed to update thejdata base, 
when it became available.) For at estimates," graduation data 

were taken from the annual surveys made by the National? League for 
Nursing (NLN). 10 Separate models were developed that project the 
number of graduates from the varying types of programsJ Otherdata 
inputs included migration factors, mortality rates, licensure 
phenomena, age distributions, and activity rates. ( 

With the exception of the assumptions regarding graduations, only 
one set of assumptions was used for ffrl projection ser'ies. In all 
series, assumptions were based on the following data And ^ 
considerations. 



on the 1977 
data from the 



• Mortality rate To determine the losses through death 
age-specific ip^rtality rates based on 1976 life tables for white 
females were used throughout the projection period* 

• "Net loss" rates In addition to mortality, changes in the RN 
population result from lapsed a^\d reinstated licenses. A factor 
providing for an "age-specific net loss" iji licenses was derived frpm 
data obtained from the American ^Hnrsc-i^ * Association's annual licensure 
statistics, the 1972 Inventory of Registeted Nursea,. and the 1977 ^ 
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National Sample Survey of Registered Nuraos.iiii^ t|^q q^^^q ifata was 
used throughout the projection period. 

• New licensees Tlie number of new licensees from United States 
nursing education programs was determined from 1977 state board 
examination passage rates. These rates were kept constant throughout 
the projection period. To account for the new 1 censees graduated 
elsewhere than in the United Stratesi' a constant total of '),700 foreign 
nurses per year was included. This estimate wa& based on 1976 
licensing data. The age distribution of both the United States and 
foreign new licensees was based primarily on data from 1977 National 
Sample Survey of Registered Nurses. 13 

• Activity rates (employed RNs/all RNs currently licensed) 
Current activity ratesi were maintained throughout the projection 
period on the assumption that the rates have nearly peaked 'for the 
younger nurses and that the overall rate was the highest it has been. 
The rates used are age specific. 

Assumptions about nursing education graduations for each DHHS series 
were as' follows : . 

• Series A was developed as a "middle" level projection. It 
represents a "baseline/' considering recent trends . In Series k, 
diploma program admissions continue at a rate consistent with the 
prior datai if it is assumed that some programs will operate 
throughout the projection period. Associate degree admissions are 
assumed to be most likely for 17- to 34"year-old females, and future 
admissions to these programs would decline slightly as a proportion of 
this population group. Baccalaureate and diploma admissions are 
assumed to come basically from new high school graduates and together, 
these two groups are examined as a proportion of new high school 
graduates. This proportion continues the negative trend it has shown 
in the late 197ps. The graduation rates applied to these admissions 
data were 72ir^^ercent for diploma, 69 percent for AD, and 63 percent o 
for baccalaureate. Post-RN baccalaureates from generic programs are a 
function of the basic graduates from these programs, with an 
additional fixed factor for those graduating from nongeneric 

^programs. Master's degree graduates were determined from the 
maintenance of the Hnear trend in the number of programs, maintenance 
of the increases in average enrollments per program, and the 
stabilization at 50 percent of the proposition of full-time students. 
Graduations were determini^d to be; 35 percent of enrollments, the * 
proportion noted for the 2 years the full-time enrollment rate was 50 
percent. To account for the master's graduates from non-NLN-counted 
nursing programs, an additional fixed factor was applied to the 
graduate totals* ( 

.« Series B is the "higher" seriea. It is based on the assumption 
that current concerns about RN shortages would lead to reversals in 
the present admissions trends to basic programs, to increased higher 
level educational opportunities, and to an increased number- of 
students. Specif £cally, assumptions made define diploma program 
trends as the same as those in Series A, but reverse AD program trends 
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in Mmt series. Thus, in Series D, the decreasing trend in the 
proportion of 17- to 34-year-old females entering AU programs would 
reverse so that, about 1985-1986, it would become the proportion it 
was in the mid-1970s and remain at that level through the rest of the 
projectfion period. Also, the trend of the combined baccalaureate and 
diploma admissions would reverse and by 1985-1986 become the 
proportion it was in the early 19708 and remain at that level through 
the ptojection period. The proportion graduating from baccalaureate 
programs would become 65 percent, the estimate for the latest data, 
while the rates for the other programs would remain the same as those 
in Series A. In addition to these higher levels of basic nursing 
graduates, it was assumed that the number of master's iicgi w ^>rogtam8 
would increase to 328 by the end of the projection perioi^ V was 
further assumed that the trend toward part-time enrollmer.^ v.^uld 
reverse so that by the end of the projection period, 75 iicrcent of the 
enrollees would be fu|)l time. The increase in the availability of 
"nursing" master's programs would offset, to some extefiu, the number 
of students attending "non-nursing" programs.* 

• Series C is based on. the premise that present coucerno about 
the baccalaureate degree as the entrance level into practice would 
lead to a sharp decline in the proportion ojE 17- to 3^v-year-old 
females entering AD programs and a sharp increase in the number of 
baccalaureate programs available. Admissions to diploma programs were 
determined as in Series A, and the master's degree assumptions as in 

Series B. , . • 

• Serines D is the most constrained set of projections, combining 
diploma and' baccalaureate proj<ictions from Scries A and the. AD 
projection from Series C. In essence, it assumes that current 
discussions about the entrance level into practice will lead to a 
sharp decline in admissions to AD prbgrams, but with no offsetting 
increase in baccalaureate admissions. Series D also maintains the 
type of trends noted in the master's degree programs in Series A, 

In all of the above series, it is projected that the number of 
graduations by the year 2000 will be^ lower than the 77,000, being 
gradijated currently. ^ Series B, the most "optimistic" of the^ 
graduation projections, shows only a moderate decline following an 
increase in the 1980s. Series A, which provides for no changes in 
recent trends, shows a continual decrease until total graduations 
reach the 1971-1972 level of 51,300. Series D projects even further 
decreases in the overall* number of graduates to levels prevalent in 
the latter half of the 1960s (T.aible 1). 

Graduates of the academic year 1989-1990 are shown in Table 1. 
The national active supply as of January 1, 1991, which includes the 
1990 graduates, under the four DHHS series rs shown in Table 2. 
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TABLE 1 Four DHgB Projoctiona o'f the Number 'of Graduatea of Basic 
Programa Proporing Rogistored Nuraoa, 1990 

1990 Graduates — DHHS Projection Seriea 
Graduates A B C D 

Associate degree 34,200 ' 41|500 24,400 24,4oa • 

Diploma 7,100 t 7,100 7,100 . ^7,100 

Baccalaureate '>0,Q00 30,000 " 31,800 20,'800- 

TOTAL 62.100 78,600 63,300 52,300 

SOURCE: Secretary, DHHS. Third report to the Congress, February 17, 
1982, Table 22, p. 153 (see Reference 1 for complete citation). 



TAiiLK 2 Four DHHS Projections of the Supply of Employed and Full-Time 
Equivalent Registered Nurses, January 1, 1991 



HRA 

Projection Series 


Registered Nurses 




Active 


Full-Time Equivalents 


A ' 


1,493,700 


1,264,100 


B (high)' 


1,580,400 


1,340,500 


C 


1,458,400 


1,260,400 


D (low) 


1,445,900 


1,223,700 





SOURCE: Secretary, DHHS. fKitd report to the Congress, February 17,, - 
1982, Tables 24, 25, 26, andT 27, pp. 155-158 (see Reference 1 for 
complete citation). 



The Study ' s Pri5^Bctions — ^.^.^^ 

These projections were developed both^tQ^ufcilize the new data on 
the supply of RNs,' which became available with^^tlie National Sample 
Survey oif Registered Nurses , November 1980, and to .explore the effect 
of alternative assumptions as to graduations and activity rates. 
Because the committee believed it reasonable to yiiew the future in 
terms of the time elapsing from the present to thev end. of the year 
1990, the estimates take into account the classes" graduating ix> that 
year. The- projections are national only and are mad^ at fiv^^levels 
of highest educational preparation: associate degrfei* diploma, 
baccalaureate, master's degree, and doctorate. \ 

*For a more detailed discussion, see West, M.D. The projected supply 
of registered nurses> 1990: Discussion and methodology (see Reference 
30 for complete citation). 

- . 7 . . 
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Three series of projections were made. They used as a population 
base the number of living graduates of nursing schools in the United 
States in i980. This number, by age group, was calculated by applying 
appropriate mortality rates for white females to the graduates of each 
class, from 1928 to 1980, by program type. To this total was added the 
number of graduates of foreign schools who have been licensed in th^ 
United States • This base population was updated to 1990, using 
appropriate age-specific death rates based on 1978 life tables for 
white females. 

Activity rates for November 1980 were computed by calculating the 
ratio of the number of employed RNs in each age group, as reported in 
the National Sample Survey of Registered Nurses, November 1980, to the 
number of living nurses in that age group.^^ Alternative 
assumptions as to future activity rates were the following: 

1, Because labor force participation rates of all women have been 
rising for many years, as have such rates for RNs, RN activity rat^is 
will rise by 3 percent between 1981 and 1990; pr 

2* Nursing labor force participation rates will remain constant 
from 1980 to 1990. 

The Study's Intermediate Projection Prepared for normative 
purposes, this projection assumed" that the states would continue 
financial support of nursing education and that general federal aid. to 
postsecondary students would continue at levels adequate to maintain 
present educational opportunities; that nursing would continue to draw 
new students from a wide age range at rates that represent the average 
of the years 1978 to 1980; and that graduations as a proportion of 
admissions would stay constant. Under these assumptions, graduations 
in 1990 wbuid total 70,000, or 6.5 percent fewer than in 1981. Within 
this total, graduates of AD programs, after some rise, would return to 
the 1981 level; while baccalaureate graduates would decline by 6.3 
percent and diploma graduates by one-third (see Table 3). 



TABLE 3. Number of Graduates of Basic Registered Nurse P7:ograras, 1981 
Actual, and Study Intermediate Projections 1990 and 1981-1990, 
Cumulative Total 



Program Type 



1981 



1990 



1981-1990 



Associate degree 

Diploma 

Baccalaureate 



37,183 
12,903 
24,804 



37,600 
8,500 
23,900 



388,900 
111,300 
246,500 



TOTAL 



74,890 



70,000 



746,700 



SOURCE: West, M.D. Projected supply of nurses. 1990; Discussion and 
methodology . Tables 6, 7, 8, 9 (see Reference 30 for complete 
citation) . 
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. The Study's Low Project ion It was assumed that nursing schools 
will not continue to prepare students at the rates shown in the 
intermediate projections, but that there will be a 10-percent drop 
below the intermediate level. The number of graduates in 1990 would 
then fall to 63,000, as shown in Table 4. 

TABLE 4 Number of Graduates of Basic Registered Nurse Programs, 



Study's Low Projections, 


1990 and 1981-1990 




Program Type 


1990 


1981-1990 


Associate Degree 

Diploma 

Baccalaureate 


33,400 . 
8,500 
21,100 


337,200 
111,300 
242,300 


TOTAL 


63,000 


730,800 



SOURCE: West, M.D. Projected supply of nurses, 1990: Discussion and 
methodology . Tables 6, 7, 8, and 9 (see Reference. 30 for complete 
citation)* 

15 

1^ Since the potential graduates of baccalaureate programs who will 
complete their program in 1986 are already enrolled, i£ is assumed 
that the greatest change would be in the shorter AD programs. 

In this low, projection it is also assumed that labor force 
participation rates will remain at 1980 levels. 

The Study's High Projection It was assumed that admissions to 
nursing schools will continue to rise during the 1980s, so that total 
graduations would reach 76,900 by 1990, 2.7 percent above the 1980 , 
level (see Table 5) . 



TABLE 5 Number of Graduates of Basic Registered Nurse Programs, 
Study's High^ Projections, ,1990 and 1981-1990 



Program Type 


1990 


1981-1990 


Associate 42,600 


406,400 




Diploma 


8,500 


111,300 


Baccalaureate 


25,8P9 


250,800 


TOTAL 


76,900 


768,500 



SOUR;cE: West, M.D. Projected supply of nurses, 1990: . Discussion and 
methodology . Tables 6, 7, and 9 (see Rjaference 30 for complete 
citation). . 
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Within this total there would be, compared to 1981, a 4-percent 
increase in baccalaureate graduates and a 15-percent increase in AD 
graduates. It is assumed that labor force participation rates will 
rise as in the intermediate projection. 

To project the highest educational level attained by RNs , the 
following assumptions were used in each of the three projection series: 

• Post-RN baccalaureate degrees There were 8,416 RNs with 
diplomas or ADs who completed requirements for the baccalaureate 
degree in 1981, compared to 2,200 in 1971. It is assumed that the 
number will continue to grow, reaching 14,000 graduates per year. by 
1990. 

• Master's degrees In 1971, there were 2,100 master s- degrees 
granted in nursing; by 1981, the number had risen to 5,000. It is 
assumed that the number will continue to grow, reaching 9,500 in 
1990. Smaller numbers of RNs will receive master's degrees in other 
fields. 

• Doctoral degrees The number of doctoral degrees in nursing 
granted rose from 41 in 1971 to 125 in 1980. It is assiifned that the 
number will reach 400 in 1990. The number receiving doctoral degrees 
in other fields is also assumed to increase. ^ 

Total Projected Supply The total number of active RNs under each 
^of these three study projections, together with the corresponding 
figures for FTE RNs, are shown in Table 6. 



TABLE 6 Study's Projections of the Supply of Employed Registered 
Nurses and Full-Time Equivalents, December 31, 1990 ^ 





Registered . Nurses 




Study Group Projection 


Employed 


Full-Time 
Equivalents 




High 

Intermediate 
Low 


1,728,000 
1,710,000 
1,643,000 


1,451,000 
1,436,000 
1,379,0,00 





5.The number. of full-time equivalent (FTE). nurses is calculated by 
adding half of the number of part-time nurses" to the actual number pf 
full-time nurses, assuming that the ratio of full-time to part-time 
workers will remain as in 1980. 

t, 

SOURCE: West, M.D. Projected supply of nurses, 4990; Discussion and 
me thodology (see Reference 30 for complete citation) • 
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The effects of the projected changes in number of graduates by 
highest educational preparation are illustrated in Table 7, which 
compares the findings of the 1980 RN Sample Survey with the study's 
intermediate projection for 1990.15 

0 

TABLE 7 Estimated Employed Registered Nurses, 1980, and Study's 
Intermediate Projection, 1990 



Highest 

Educational 

Preparation 


Employed RNs 




Difference 


November 1980 


b 

December 1990 


Associate 


256,200 . 


475,000 


+218,800 


Diploma 


645,500 


614,000 


-31,500 


Baccalaureate 


296,200 


491,000 


+194,800 


Master's 


65 , 200 


124,200 


+ 59,000 


Doctorate 


3,000 


5,800 


+ 2,800 


Unknown 


6,800 




- 6,800 


TOTAL 


1,272,900 


1,710,000 


+437,100 



5.S0URCE: DHHS, HRA. The registered nurse population, an overview. 
From national sample survey of registered nurses, November, 1980 , 
Table 3, p., 11 (see Reference 2 for complete citation)-. 
^SOURCE: West, M.D, Projected supply of nurses, 1990; Discussion 
and methodology . Table 16 (see Reference 30 for complete citation). 



Comparison of the DHHS and the Study Supply Projections 

The projections of the stiidy are considerably higher than those 
made by the DHHS The reasons for these differences, are found 
primarily in the differing, bases used for the two sets of projections — 
that of DHHS being. the 1977 National Sample Survey of Registered 
Nurses and that of this stu^y group being the 1980 RN Sample Survey. 
The effect of the use of the newer base is to raise the study 
projections by 109,100 over those of the DHHS. 

Comparing projections for the two sets for December 1990 to January 
1991, the total number^ of active RNs projected by the study^^s 
intermediate projection is 1,710,000 while the DHHS Series. A totaled 
1,493,700. The major elements of the difference between the totals of 
the two projections are shown in Table 8. The difference is primarily 
due not to. methodology but to differences in assumptions, particularly 
the underestimated increase in employment between 1977 and 1980; 
differences in projected rates of labor force participation, which are 
assumed to rise in the study group's series, but not in that of the 
DHHS; and differences in projected numbers of graduates. The 
differences between the study's intermediate and the DHHS Series B are 
smaller (1,710,000 and 1,580,000) because the Series B projects higher 
graduation levels. 
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TABLE 8 Study Group Intermediate Supply Projection and DHHS Supply 
Projection (Series A) t 



Projection 


Active RNs 


Study^s intermediate projection Dec. 1990£ 


1,710,000 


DHHS projection (Series A) Jan. 1991± 


1.493,700 


Difference 


216,300 


Elements of Difference 




1977-1980 employment estimate increase 


109,100 


Higher labor force participation 


.50,200 


Higher new graduates, 1981-1990 


52,100 


Other 


4,900 


^SOURCE: West, M.D, Projected supply of nurses, 


1990: Discussion 



and methodology (see Reference 30 for^ complete citation). 
^SOURCE: Secretary of Health and Human Services. Third report to 
the Congress, February 17, 1982 , Table 24, p. 155 (see Reference 1 for 
complete citation). 



The study's intermediate projections also include a higher 
proportion of employed RNs with baccalaureate and higher preparation 
than do those of the DHHS. These differences are also related to the 
sharp increase in the number with higher levels of preparation that 
was reported for 1980 as compared to 1977 (see Table 9). 

TABLE 9 Number of Employed Registered Nurses by Highest Nursing -Related 
Educational Preparation, 1977 and 1980. 



Educational Preparation 


1977£ 


1980i 


Increase 


Percent 

o 

Increase 


Less than baccalaureate 


752,600 


901,700 


149,100 . 


19.8 


Baccalaureate 


180,500 


296,200 


115,700 


64.1 


Master's and above 


43,300 


68,200 


24,900 


57.5 


Not reported 


1,900 


6,800. 


4,900 




TOTAL 


978,200 


1,272,900 


294,700 


30.1 



5.S0UKCE: DHHS, HRA. Source book — nursing personnel , Table 11, p. 
19 (see Reference 31 for complete citation) . 

^SOURCE: DHHS, HRA. The registered nurse population, an overview. 
From national sample survey of registered nurses, November, 1980 , 
Table 3, p. II (see Reference 2 for complete citation). 
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The differences between the DHllS Series A for Jatiuary I, 1991, and 
the study's intermediate projection for December 31, 1990, by highest 
level of edu2:ational preparation, are shown in Table 10. 



TABLE 10 Supply of Active Registered Nurses by Highest Level of 
Educational Preparation, Projections of DHHS and Study Group, December 
1990 to January 1991 ^ 



Highest Educational 


DHHS 




Study's Intermediate 


Preparation 


Series AS. 




Project look 


Associate and diploma 


999,200 




1,089,000 


Baccalaureate 


380,600 




491,000 


Master's and doctorate 


113,800 




130,000 


TOTAL 


1,493,700 




1,710,000 


^SOURCE: Secretary, DHHS. 


Third report 


tc 


1 the Congress, Fjjbruary 


17, 1982. Table 24, p. 155 


(see Reference 


1 


for complete citation). 


^LSOURCE: West, M.D. Proj 


ected supply of 


nurses, 1990: Diflicuf^sion 


and taethodo logy. Table 16 


(see Reference 


30 


for complete cit^t:».on). 



Registered Nurse Requirement Projections 
DHHS Projections ^ ' 

For many years the DHHS and its predecessor, the Department of 
Health, Education, and Welfare, have made studies of projected require- 
ments for RNs.. In looking at ^future requirements, this agency has 
supported the development of models that provide tools for the explora- 
tion of factors that must be tdken into account in examining future 
requirements. The two most useful' of these are the "historical trend- 
based demand model," which proviSes techniques for examining trends in 
the provision of nursing service in major work settings, and the 
"criteria-based" or "judgment-of-need mbdel," which proposes staffing 
and educational preparation standards' — in great detail — for essentially 
the same work settings. The two techniques can be used to consider 
both state and national requirements. 

The Historical Trend-Based Demand Model* 

This model was first developed ^in 1974, with several series of 
projections to 1985. These projections were based on scenarios that 

^Abstracted in part from the Third report to the Co lyress , Februar y 
17, 1982 , pp. 91-102 (see*^ Reference 1 for complete citation) . 
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included assumptions as to introduction of national health insurance» 
increased HMO enrollment, and RN role reformulation^l^ xhe 
assumptions of the model were updated in 1980, taking into account new 
data from the 1977 National Sample Survey of Registered Nuirses.l' 
The figures from that update, projected to the year 2000, are 
discussed it) the Third Report to Congress. (Now that figures from 
the 1980 Sample Survey are available, further updates by the HRSA are 
expected,) The model includes three major components, or modules: 
population, demand for services, and nurse manpower requirements. 

The Population Module This module used projections of the 
civilian population of the United States (Series II) made by the 
Bureau of the Census. ^9 xhe population was projected to grow from 
214.6 million in 1977 to 220;0 million by 1980 and to 241.4 million by 
1990. A separate projection series was developed for the population 
enrolled in health maintenance , organizations (HMOs). 

The Demand for Services Module This module directly calculated^ 
per capita utilization rates for six areas of health services — hospital 
inpatient units, hospital outpatient units, nursing homes, Ambulatory 
care at HMO "clinics," physicians' offices, and home health. Per 
capita patient utilization rates were projected on the basis of 
1972-1977 trend data, and the prpjected population was multiplied by 
the appropriate projected per capita utilization rate to obtain the 
total service demands for each of the six settings. 

The Nurse Manpower Requirement Module This module calculated 
aggregate RN requirements based on utilization trends of RN per unit 
of service and the total service demands calculated in the service 
module in each of the above service areas. Requirements for nurse 
educators, community health nurses, private duty nurses, and RNs in 
other settings were calculated on the basis of historical time trends 
rather than specific utilization rate projections. The major data 
source was the 1977 National Sample Survey of Registered Nurses. 20 
Independent data for hospitals , nursing homes, and public healthy 
services were also used. The RN utilization rates so derived, with 
historical growth rates appropriately adjusted for assumed future 
trends, were considered requirements for the purposes of projections. 



Model Projections 

The total January 1990 FTE RN requirements under the above 
assumptions were projected by the DHHS to be 1,245,400. This total 
and its major components by employment setting are shown in Table 11. 



273 

TABLE 11 DHHS Hiatorical Trend-Based Demand Model Full-Time 
Equivalent Registered Nurses Requirements i January 1990 



Area of Practice January 1990 



Hospital 
Nursing home 
Community health 
Physician's office 
Nursing education 
Other 

TOTAL 1,245,400 



899,900 
93,300 
101,100 
71,900 
47,100 
32,000 



SOURCE: From Secretary, DHHS. Third report to the Congress, 
February 17 > 1982 , Table 37, p. 174 (see Reference 1 for complete 
citation). ^ 



The Criteria-Based Model 

A second major set of projections in the Third Report to Congress 
is derived from a model officially referred to as the "criteria-based 
model" developed by the Western Interstate Commission on Higher 
Education (WICHE) .21 The study group refers to this as the 
"judgment-of-need" model. It^was designed to establish a framework 
for developing RN and LPN requirements making use of professional 
staffing and educational preparation criteria for nurses in a wide 
variety of work settings. A national panel of consultants, including 
nurses involved. in service and education, hospital administrators, and 
other leaders in the health field, was established in 1977 to develop 
such assumptions and criteria for 1985. Staffing and educational 
criteria for optimal patient care were established in accordance with 
a consensus of professional judgment, . by unit of service, by detailed 
field of employment. 

In 1980 a new workshop was held to augment, review, and revise 
existing criteria for hospitals, nursing homes, and community health 
services. An adjusted 1990 lower bound was proposed as a level that 
all states could meet by that year, while an upper bound represented a 
goal to be met by states exceeding the lower bound. 

The translation of these professional criteria into nursing 
requirements was a separate undertaking. This translation was made by 
applying the WICHE criteria to' the health service utilization and 
population trends used by the historical trend-based model.s The 
criteria thus applied resulted in 1990'- PTE . nursing personnel 
requirements, as shown in Table 12. 
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TABLES 12 DHHS Judgraent-of-Need Full-Tirae Equivalent Registered Nur<^e 
Requirement Projections, January 1990 

Personnel Lowftr Bound Upper Bound 

Registered nurses 1,784,000 2,373,000 

Associate degree/diploma (767,700) (834,200) 

Baccalaureate (747 , 500) ( 1 , 165 , 100) 

Master's/doctoral (269,200) (373,300) 

Licensed practical nurses 331,000 334,000 

Aides 524,000 589,000 



SOURCE: Secretary of Health and Human Services. Third report to the 
Congress , Table 40, p.' 177 (see Reference 1 for complete citation). 

Comparison of Historical Trend-Based Demand and 
Judgment-of-Need Lower Bound Projections 

The lower-bound projection of the judgraent-of-need model for 1990 
was 43 percent higher than that of the historical trend-based demand 
model, as shown in Table 13,22 ^i^e requirement projections of the 
two models are . approximately the same for hospitals and physicians' 
offices; however, there were major differences in those for nursing 
homes and community health services. These differences reflect the^ 
view of the WICHE national panel that present Rirstaffing patterns in 
nursing homes and community health .settings are grossly inadequate,23 

TABLE 13 DHHS Projections of Full-Time Equivalent Registered Nurses 
Required Under Two Sets of Staffing Assumptions, January 1990 

Trend-Based Judgment-of-Need 
Area of Practice Demand Model Model > Lower Bound Difference 



Hospital . 
Nursing home 
Community health 
Physician's office 
Nursing education 
Other 

TOTAL 

SOURCE: Secretary, DHHS. Third report to the Congress, February 17, 
1982 , Table 37, p. 174; and Table 49, p. 176 (see Reference 1 for 
complete citation). 



899,900 


935,700 


35,800 


93,300 


469,900 


376,600 


101,100 


240,500 


139,400 


71,900 


66,700 


- 5,200 


47,100 


37 ,000 


-10,100 


32,000 


34,600 


2,600 


1,245,400 


1,784,400 


538,600 
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Tho Study's Illustrative Domohd Projections 

To determine the impact of several possible heolth care changes on 
future RN requirements i the study committee developed specifications 
for three den\and illustrations which were computed for the study by 
the DHIIS, using adjustments to the existing historical trend-based 
demand model* Assumptions and resulting projections are the 
responsibility of the study, not of the DHHS. The present structure 
of the model was discussed earlier in this appendix^ In developing 
the study illustrationsi original scenarios incorporated by Vector 
Research, Inc. in the first set of published results of the historical 
trend-based model were reviewed«2A 

The forecasting exercise that the study undertook was intended to 
respond to the congressional charge to determine the future need for 
nurses. We have emphasized in Chapter II the importance of examining 
approaches for predicting "demand^' as a means of understanding future 
''needs.** The historical trend-based demand model that the study 
coTomittee selected as the most practical for its purposes is driven by 
two important sets of variables* These are, first, changes over time 
in the utilization of health services by the population and, second, 
the rates at which RN serviced are used in various components of the 
health care system.* 

There are many complex forces at work that affect these two sets 
of variables now, and policy changes can be expected to influence them 
in the future. In its charge. Congress recognized the potential 
impact of demand on financing changes like national health insurance 
and new utilization patterns that might result from such developments 
as an increased lise of ambulatory facilities. It is well beyond the 
scope of this study to posit to what extent basic health policies 
might change in the next few years and the multivariant results that 
might arise from an interaction of these new policies. Rather, the 
study group believed it could provide insight into the future by three 
relatively simple illustrations that would test how much the demand 
for RNs might be altqred by the assumed effects of certain changes in 
the financing climate, which, in turn, would tend to produce changes 
in how patients use health care and how programs and institutions 
utilize RNs. 

In making illustrative projections using the historical 
trend-based demand model, time, . resource, and technical limitations 
permitted only surrogate adjustments compatible with the model 
structure. No general population adjustments could be made in the 
model owing to the unavailability of 1980-1990 population projections 
based on the 1980 census. For each illustration, the model baseline 
was updated to approximate FTE RN estimates derived from the 1980 RN 

fuller discussion of this model and the modifications in the 
variable model components adopted for purposes of the study 
illustrations is found in Bauder, J. Methodologies for projecting the 
nation's future nurse requirements (see Reference 25 for complete 
c itation) . ' 
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Sample Survey. 26 Also, the first two illustrations were updated to 
reflect HMO enrollment projections made by the Department of Health 
and Human Services' Office of Health Maintenance Organiasations for the 
period 1980-1990. This update projects slightly more than 9 percent 
of total population enrolled in 1990.27 The third illustration, as 
noted below, was characterized by an assumption that this increase 
would rise to 30 percent by the end of 1990. Under all three 
illustrations, the HMO population is assumed by the model to use 44 
percent of the per capita hospital inpatient days of the non-HMO 
population. This rate is based on the experience of traditional HMOs 
(prepaid group practice plans) .28 To the extent that this rate may 
be considered too low for future HMO experience with a larger 
enrollment population, the results of the illustrations may understate 
somewhat the volume of short-term inpatient utilization and the 
resultant demand for nurses in this sector (see Table 18). 

The assumptions for the projections are described in Chapter II. 
The* specif icat ions and results are summarized in Table 14, 

TABLE 14 Illustrations of 1990 Registered Nurse Requirements (FTE) 
Under Three Series of Study Group Assumptions 

\ RNs (FTE) Required 

Illustration Specifications December 1990 

I, National Health Insurance 

Updates RN utilization data and HMO enroll- 1,471,600 
ment projections; assumes continued upward 
health service utilization trends as in the 
projections for the Third Report to Congress. 

II. Cost Containment 

Updates RN utilization data and HMO en- 1,348,000 
rollment as in Illustration I; holds ICU beds 
and non-ICU patient days, outpatient visits, 
and nursing home resident days at projected 
1985 rates until 1990; however, allows ratio 
of RNs to non-ICU inpatient days to rise as 
in Illustration I. 

III, Increased Use of Ambulatory Care 

Updates RN utilization data; shifts to 1,297,600 
less use of hospital inpatient care and 
increased ambulatory services as the 
population's use of HMOs or similar 
services increases to 30 percent by 1990; 
doubles per capita home care visit rate. 



SOURCE: Bauder, J. Methodologies for projecting the nation's future 
nurse requirements (see Reference 25 for complete citation). \ 
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The adjustments made by the illustrations in the per capita health 
service utilization rates of the historical trend-based model are shown 
in Table 15*^ The significant difference in per capita service rates 
for non-ICU inpatient days in Illustration III result from differences 
in the internal treatment by the model of assumed reduced utilization 
by HMD-type populotionst In the original model, because HMO enrollment 
was not a major influence, inpatient per capita savings attributable to 

TABLE 15 Comparison of Per Capita Health Service Rates, Historical 
Trend-Based Demand Model and Study's Illustrative Projections, 
December 1990 

. Study Group Illustrative 
ProjectionsS. 



Practice Setting 
Per Capita Service 


UHHS Projections 
Historical Model 


I 


II 


III 


ICU bed day 


0.134271 


0.129987 


0.104286 


0.104286 


Non-lCU inpatient 










day 


1.224304 


1.224305 


1.224305 


1.001157 


Hospital out- 










patient visit 


1.065468 


1.065468 


1.005471 


0.745550 


Physic ian's 










office visit 


5.029299 


5.029302 


5.029302 


3.529225 


HMO clinic visit 










(per enrolled 










member) 


4.329707 


4.329^00 


4.329700 


4.329711 


Nursing home 










resident day 










Type IS 


2.318763 


2.318764 


2.318764 


2.318762 


Type 2b 


0.376272 


0.376273 


0.376273 


0.376273 


Home Visit 


0.151145 


0.151145 


0.151145 


0.309846 



£Type 1: One or more RNs or LPNs employed and 50 percent or more of 
the residents receiving nursing care. 

^Type ,2i Less than 50 percent of residents receiving nursing care, 
irrespective of nurse employment. 

S.»^SOUKCE: "Inpatient Health Facilities as Reported From the 1973 
MFI Survey," Vital and Health Statistics Series No. 14, No. 16, NCHS. 
£SOURCE: DHHS , HRA. Unpublished computer runs 100, 110, 120, and 
140 on RN state and national requirements model, revised and updated, 
July and August 1982,. p. 3. 

*^In this table and the two following, all model variables are carried 
out to four or more decimal places in order to show areas of differ- 
ences. The distinctions may result in small differences in RN require- 
ments in those settings where nurse utilization is small, but in signi- 
ficant differences in practice settings buch as short-term inpatient 
non-ICU and ICU hospital service where RN requirements are large. 



300 



278 



HMO members was compensatedjor by increasing the rates of non-HMO^ 
patients on grounds that existing data showing per capita utilization 
in the total short-term hospital system appear to have shown no net 
decrease in overall utilization. The model also operated this way for 
the first two illustrations. In the. third illustration, however, th^ 
study specified that the hospital utilization savings attributable to 
the part of the population using HMD-type modes of care should not be 
absorbed and distributed over the entire population, but should be 
netted out, the result being a significantly lower per capita factor. 

RN service ratios in the model under the three sets of assumptions 
the study group chose to illustrate are shown for selected settings in 
Table 16. 



TABLE 16 Compar 
Historical Trend 
Projections, Dec 



ision of Selected Registered Nurse Per Service 
-Based Demand Model and Study ' s Illustrative 
ember 1990 



Ratios, 



Practice 
Setting 
Ratio of RNs 



DHHS .Projec- 
tions Histori- 
cal Model 



Study Group Illustrative 
Projections 



II 



III. 



ICU bed day-, 

Non-ICU in-' 
patient day 

Hospital out- 
patient visit 

Physician's 
office visit 

HMO visit 

Nursing home . 
resident day^ 
Type^, 1 
Type 2 

Home visit 



2.45471 

0.63026553 

0.00039008 

0.2785 
0.000099 



0.05766 
.0.02457 
0.0005335, 



2.45471 2.43832 
.0.74969667 0.65011829 
0.00042960 0.00042675 



0.2693 
0.000099 



0.06035 
0.02801 
0.0008259 



0.2693 
0.0C0099 



0.06027 
0.02802 
0.0008259 



,43832 

,74969667 

.00042960 

.0983a 
.000099 



.0.6035 
• 02801 
•0008259 



^As noted in Chapter II, the deep drop in nurse per service ratio 
and in resulting nurse requirements in physicians' offices under 
Illustration III can be discounted; it appears to be only partially 
attributable to a shift in patient utilization by HMO services. It 
may also be dues in part, t^o the fact that the existing model was^not 
designed to accommodate such large increases in assumed HMO 
enrollments, which cause correspondingly large decreases in non-HMO 
physicians' offices. The resulting population may reflect the manner 
in which model components interact in the treatment of the nurse 
productivity factor in ambulatory care. ^ 
£See Table 15 footnote for explanation of Type 1 and Type 2. . 

SOURCE: DHHS, unpublished computer funs 100, 110, 120, and 140 on 1RN 
state and national model requirements model, revised and updated, July 
and August 1982, pp. 53-54. 
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In order to visualize how these model variables interact to produce 
FTE RN requirements, the variables dealing with ICU utilization are set 
out in Table 17. 

c 

TABLE 17 Comparison of Output Regarding Intensive Care Units Made by 
the HRA Historical Trend-Based Demand Model and the Study's Three 
Illustrations, January, 1980, 1985, 1990 ^ 

Study Group Illustrative 



DHHS Projections HRA Historical Proj ections 



Model Outpvat 


Model Projections 


I 


II 


III 


Per capita demand 
1980 
1985 
1990 


0.096401 
0.114511 
0.134271 


0.091662 
0.109993 
0.129987 


0.091662 
0.019993 
0.104286 


0.091662 
^ 0.109993 
0.104286 


RNs per ICU bed 
1980 
1985 
1990 


2.11045 
2.43832 
2.45471 


2.11045 
2.43832 
2.45471 


2.11045 
2.43832 
2.43832 


2.11045 
2.43832 
2.43832 


FTE RN requirements 
1980. 
1985 
1990 


122,636 
176,508 
219,759 


116,600 
169,500 
212,700 


116,600 

169,500^ 

169,500 


116,600 
169,500 ' 
169,500 



SOURCE: DHHS, HRA. Unpublished computer runs, 110, 120, 140 on RN 
state and national model, revised and updated, July and August 1982, 
pp. .38-40. 



As illustrated above, the per capita ICU demand rates and RNs per 
ICU bed ratios were held constant between 1985 and 1990 in 
Illustrations II and III. This resulted in ICU FTE RN requirements 
being held at 169,500 in both illustrations — a 45 percent increase 
over 1980. In contrast, Illustration I did not hold per capita demand 
rates or RNs per ICU bed ratios constant between 1985 and 1990. As a 
result FTE RN requirements rose from 116,600 in 1980 to 212,700 in 
1990 — a 92-percent increase. 

Comparison of Historical Trend-Based Model 

and Illustrative Projections ' 

The study's December .1990-deraand projection totals were moderately 
higher in the aggregate than the historical trend-based demand model's 
projection, as is, shown in Table 18. Illustrations I, II, and III 
were. 16^ 6, and 2 percent higher/ respectively. These differences 



280 



were primarily due to the incorporation of the more up-to-date 1980 RN 
Sample Survey data in the three illustrations .29 ^ 

Striking differences were found, however, in comparing the practice 
area projections of the illustrations and the historical trend-based 
model. For example, a 30 percent increase in HMO-type services in 
Illustration III resulted in 'decreased W« requirements for non-ICU 
inpatients, outpatients, and physicians 'of f ices , and increased 
rejquiremenrs for HMO clinics. The doubling of the per capita rate of 
home health visits as an independent variable in Illustration III 
resulted in substantially inc^reased home care RN requirements. 

As is discussed in Chapter II of this report, the three RN supply, 
projections made. by the Committee all fall within the wider range of 
the demand projected, by the illustrations. December 1990 supply 
projections range from 1.38 million to 1.45 million, while requirement 
projections for the same period range from 1.30 million to 1.47 
million. Cautions were expressed in that chapter as to model 
limitations and the combinations of assumptions. 

. .. ■ I 

TABLE 18 Comparison of Historical Trend-Based Demand Model Projections 
With Study's Three Illustrative Projections, Registered Nurses (FTE) 
December 1990 ' 



Practice Setting 



DHHS Hist- 
orical Model 
Projections 



Study Group Illustrative 
Projections 



II 



III 



Short-term hospital o 
Inpatient 713,500 
ICU . (219,800) 
Non-IGU inpatient . (476,500) 
Nursing administra- 
tion (17,200) 
Hospital outpatient 100,800 
Other hospital 106,000 
Nursing homes 95,300 
Community health 82,500 
Home care . 19,600 
Physicians' offices 66,300 
HMD-type organizations 6,900 
Nursing education 48,000' 
Private duty and other 32,600 

TOTAL ' ' 1,271,600 



799,700 
(212,700) 
(569,800) 

(17,200) 
111,400 
113,000 
100,300 
123,000 
30,400 
64,000 . 
10,300 
56,500 
63,000 



688,100 
(169,500) 
(501,300) 

(17,200) 
104,400 
113,000 
.100,200 
12 3,000 
30,400 
64,000 
10,300 
. 51,700 
63,000 



653,300 
(169,500) 
(466,600) 

(17,200) 
77,900 
113,000 . 
100,300 
123,000 
62,300 
22,500 

32,400 
49,800 
63,000, 



1,471,600 1,348,100 1,297,600 



NOTE: Detail may not add to 'totals because of rounding. 

SOURCE: DHHS, HRA. Unpublished computer runs 100, 110, 120, and 140 
on RN state and national model requirements modej, revised and 
updated, July and August 1982, pp._38-40. 
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APPENDIX 6 



Doctoral Programs in Nursing: 
, Illustrative Statements of Purpose 
From School Catalogs 



A recent study by the American Nurses' Assoc iat ion (ANA), Nurses 
with Doctorates , noteis that the development of knowledge and skills 
that are unique to nursing requires that certain of its members be 
able to produce niew knowledge through re search , to disseminate or 
communicate this knowledge, and to apply it in the nursinig arena. A 
major purpose of doctoral- education-is- to^diByelop skilis--in-t 
conduct of such activities. ^ Doctoral programs are expected to 
prepare students committed to becoming productive researchers, 
educators, and clinicians. 

The ANA study also observes that doc torally prepared nurses are 
both cause and effect in the continued professional development of 
nursing. "They have been arid continue to be instrumental in 
developing a knowledge base UJ^sique to nursing. They are also the 
major faculty resource for doctoral programs in nursing, where they 
are expected to prepare students who are committed to .becoming 
productive researchers, educators, and clinicians. Growth in the 
numbers of doctorally prepared nurses may meet the need for 
research-qualified faculty with ongoing research and for faculty who 
are actively engaged in practice. Such ofaculty can serrve as mentors 
and role models for students."^ 

To illustrate the stated purposes and scope of doctoral prpgrams 
in nursing, our study selected the following examples from catalogs of 
seven schools of nursing. The programs were chosen to represent a 
broad range of geographic distribution. Descriptions are quoted 
verbatim. 

University of Arizona 

The purpose of the program leading to the Ph.D. degree with a 
major in nursing is to prepare clinical nurse researchers who will: 

^• • Add to the body of nursing knowledge through the: synthesis 

of knowledge from nursing and the related sciences, development of 
nursing theory, conduct of research; and 

• Evaluate the application and utilization of new knowledge in 
nursing practice; and 
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• /Contribute to the solution of society's health problems 
through communication with the broader health community. 

University of Alabama in Birmingham 

o The p. S.N. degree program is oriented toward the science of ^ 
nursing with a triple emphasis on professional practice, research 
and preparation for the candidate's functional role as an 
educator, administrator or consultant. The D.S.N, degree program 
is planned to produce nurse scientists. 

Post-master's study is offered in nursing service administration 
in collaboration with the School of Busine«3 and the School of 
Community and Allied Health, and in advanced oncology nursing in 
collaboration with the School of Medicine, 

The. School of Nursing's Center for Nursing; Research provides 
M.S.N, and D.S.N, stifdents with assistance in planning,, 
conducting, analyzing, writing and securing financial support for 
nursing research. The Center houses a research planning 
CQnference room and a large data analysis laboratory equipped with 
a CRT Terminal, Deswriter , keypunch and calculators. 

i-X Faculty research interests include cognitive developmeiit , nursing 
diagnoses, iidjustment to widowhood, pain, cultural aspects of 
health, sleep, history of nursing education in Alabama, benefits 
and\ttitudes toward exercisie, curriculum issues , parent-infant 
relationships, energy expenditure and moral development of nurses. 

Boston University 

The D.S.N, program emphasizes nursing science and the development 
of intellectual skills and abilities in scholarly analysis- related 
to nursing practice and research. Graduates? of the program are 
prepared to provide leadership in the development of nursing 
knowledge and practj.ce, and in organization and improvement of 
health care. 

The University of California, San Francisco 

The aira of the D-iS.N. program is to prepare scholars in nursing 
who are; train^ in research and who have attained a depth of 
knowledge in a substantive^ area of , nursing practice. Graduates of 
the program are prepared to assume complex leadership roles in the 
health care system. Courses of study have been developed in 
various fields within Mental Health and Community Nursing, Nursing 
in Biological Dysfunction, Family Health Care Nurfiing, .and Social ^ 
and Behavorial Sciences. Appropriate courses offered by other 
schools on the San Francisco and Berkeley campuses are used to 
enhance and support the aims of the program. 
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The objective of the program for the student is to achieve a 
high level of comprehension of practice and research in a 
specialized area of nursing. 

Prospective D.N.S* candidates pursue a program of course work 
in four major areas: research theory and methodology, theory 
development, social and political aspects of health care, and a 
nursing focus. Students, with the. guidance of advisers, outline 
specific programs of study that assist them in meeting their 
professional-academic goals and the requirements for the degree. 
A program of independent research, developing from initial course 
work, culminates in the preparation and defense of the 
dissertation. Doctoral students, may have primary affiliation with 
any department in the School of Nursing. 

University of Michigan • 

■ ■ . ■ . '? 
The Ph.D. degree has traditionally been viewed as the degree 

enabling professionals of many disciplines to conduct research, 

, develop theories, and expand their knowledge base; it is not 

designed explicitly to develop more advanced clinical 

practitioners. 

The focus of 'a doctorate in clinical nursing is the 
attainment of professional and scholarly knowledge sufficient for 
graduates to pursut research on the delivery of health care by 
nurses. Moreover, doctorally prepared nurses can address 
themselves to generalized problems of promoting health in the 
population and maintaining mental and physical abilities during 
. periods of acutie or chronic illness, and at all stages of the life 
cycle. Nursing, with its emphasis on a bio-psycho-social model of 
care, has great potential for enhancing the distribution and 
quality of patient care, encouraging hiealth piTotection and 
promotion,^ and creating cost effective improvements in the 
organization and delivery of health services. 

' • . . ' ■ ■ * • '/ 

To pursue excellence in research and theory development in 
clinical. nursing, graduates must be clinically proficient and have 
extensive preparation in the biophysical and/or behavorial 
sciences and in research methods and data analysis. As an 
integrative and applied endeavor, the program draws on the 
curricular and research resources of other disciplines and 
institutes within the University. 

The purposes, of /the Ph.D7 Program in Nursing are to prepare 
' . the graduate to: 1) conduct clinical nursing research, 2) expand 
the, boundaries of nursing knowledge, and 3) provide leadership in 
the development of nursing theories. 
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Doctoral study in nursing is designed to prepare scholars who 
are capable of developing an empirical base for nursing practice 
in both current and emerging health care systems. A unique 
strength of the Ph.D. program in nursing is the opportunity to 
study the interrelationships of physiological, psychological, and 
social variables as they iniEluence health outcomes. The program 
is predicated on professional preparation in nursing and includes 
a strong. clinical knowledge base that integrates scientific theory 
with practice. 

To pursue research an5 theory development in clinical ^ 
nursing, graduates will be clinically proficient and have advanced 
preparation^ in the biophysical and/ or behavioral sciences and in 
research methods and data analysis. As an integrative and applied 
endeavor, the program draws on the ctirricular and research 
resources of other disciplines and institutes within the 
University. ^ 

To best meet the diverse needs of the field of nursing and 
the goals of the student, the course of study is highly 
individualized. The overall purpose of the. program is to prepare 
nurses competent in research design, da;ta analysis, and 
inferential processes, and thus capable ' of pursuing research 
related feo the delivery of patient care by nurses, and of 
developing theory oriented toward applications of nursing practice 

University of Maryland 

The purpose of the Ph.D. program in nursing is to prepare scholars 
and researchers who will advance nux^sing science, thereby making 
more effective the prlactice of nursing, and who will provide 
innovative leadership to the profession. The program will prepare 
graduates who: 

1) Construct, test and evaluate conceptual models and 
nursing theories which reflect synthesis , reorganization and 
expansion of knowledge from nursing and related disciplines;^ 

2) Evaluate and. apply appropriate re; search designs, measures 
and statistics to the study of nursing phenomena; ^ 

3) Conceptualize practice phenomena from the perspective of 
nursing frameworks and theory; 

4) Design, cpnduct^and communicate research relevant to 
nursing practice; ■ \ . 

5) Facilitate the incorporation of new knowledge into ^ 
nursing practice; and 

6) Initiate, facilitate and participate in collaborative 
endeavors related to the theoretical, conceptual and practical 
aspects of health care with clients, nurses and scholars . from 
related disciplines. 

i ' ^ , 

. ■ ' t7 

. <1 ' ' ' • 
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University of Washington ■ . 

The Ph.D. iri nursing science program offered by the University of 
Washington is designed to prepare scholars and researchers for a 
vital mission — that of developing and expanding the body of 
scientific knowledge upon which the practice of nursing must 
ultimately rest. The program provides for rigorous research 
training related to five fields in nursing science: 

• Individual adaptations to health. and illness; 

• Family adaptations to health and illness; 

• Environments: supporting and nonsupporting; 

• Clinical therapeutics: interpersonal; and 

• Clinical therapeutics: physical. 

: Those who successfully.complete the program are fully prepared . to 
answer the national need for doctorally prepared nursing school 
faculty. They are equally well qualified to serve in leadership 
positions in many service^ agencies requiring nursing scientists t 
research and advance the state of the art of modern health care 
delivery. 

The doctoral degree is the highest degree conferred by the 
university. All requirements and regulations leading to the 
doctoral degree are devices whereby the student may demonstrate 
present capacities and future promise for scholarly work. The, 
degree is not conferred merely as a certificate to a prescribed 
course of study and research, no matter how long or faithfully 
pursued. The program of study for each student will be developed 
collaboratively by the student and his/her supervisory committee, 
as appropriate to. the student's research interest. 

: ' REFERENCES AND NOTES 



1. American purses* Association. Nurses with^ doctorates . Kansas 
City, Mo. : American Nurses' Associationj 1982, p. 13. 

2. Ibid . , p. 14. : ' 
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APPENDIX 7 



Multivariate Analysis of Determination of 
Work Status and Wage Rates 



Introduction 

The discussion in Chapter VII of. nurses' work status in the labor 
force and factors influencing salary levels incorporated results of 
multivariate analyses of data from the National Sample Survey of 
Registered Nurses, November 1980. The methodology and detailed 
findings of the analyses are presented in the technical notes that 
follow. ° 

y 

• . ^ Work Status - . 

To ascertain the simultaneous effects of a number of independent 
variables thought to influence nurses' work status — full time, part 
time, or inactive— data from the National Sample Survey of Registe'red 
Nurses, November 1980,* were analyzed using multivariate regression 
techniques. In this suryey sponsored by the Health Resources 
♦Administration, Department of Health and Human Services, 30,596 
registered nurses currently holding licenses (approximately 80 percent 
of a probability sample) responded to a questionnaire^ during the period 
V August 16 to November 2, 1980. 

The model employed in the multiple regression analysis is of the 

form ^ \_ „ . 

Yi = a + biXi + b2Xi. + ... + h^i + ei, 

where Y£ takes the value 1 if the nurse is employed full-time and 0 , 
otherwise, and the X' s represent the following categorical independent 
variables: highest level of nursing education, marital status, presence 
of children in the home, student status (i.e., whether the respondent 
is curtently pursuing further formal education),, sex, race, age, 

*Department pf Health and Human Services, Health Resources 
Administration. The registered nurse population^ an overview. From 
V national sample of registered nurses, November, 1980 (Report 82-5, 
Revised June 1982). iflyattsville, Md. : Health Resources 
Administration, ^1982. . 
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residence in a non-SMSA geographic region, and years of experience as 
a nurse. The b's are coefficients that represent the change in Y that 
can be attributed to the value of the X's relative to the omitted 
category. Because Y only assumes the value 0 or 1, the expectation of 
Y, E(Y), may be interpreted as the probability that Y « 1, or the 
probability that, for example, a nurse is employed full time. 
Separate models were used to explain part-time and inactive status. 
The intercept, a, is interpretable as the probability that Y = 1 for 
the nurse who has all the omitted attributes. The represents 
random variation in Y not explained by the linear relationship between 
Y and the X's; it is assumed to have an expected value of zero. 

Tables 1-3 present the results of the regression analysis for the 
probability of full-time, part-time, and inactive status, respectively. 

TABLE 1 Regression Estimates of Determinants of Full-Time Work Status 
for Licensed Registered Nurses 



Regression 

Coefficient Level of 
Independent Variable (t Statistic) Significance 



Age less than 25 Omitted 

Age 25-34 -.1406 ^.0001 

(-11.83) 

Age 35-44 -.3070 .0001 

;; (-22.90) 
Age 45-54 -.3645 .0001 

(-25.88) 

Age 55-64 , -.5382 .0001 

(-36.45) 

Age 65 and over -.9427 .0001 

(-50.60) 

Experience less than 1 year Omitted 

Experience 1 year .0016 .9503 

(.06) 

Experience 2 years .0250 . .0731 

(1.79) 

Experience 3-5 years .0250V .0358 

(2.10) 

Experience 6-10 years .0634 .0001 

(5.25) 

Experience 11-15 years .1^70 .0001 

(12.70) 

Experience 16-20 years .2726 - .0001 

(19.07) 

Experience 21-25 years .3487 .0001 

(2^; 44) : 

Experience of 26 years and more .3724 .0001 

(25.33) 

\ • ■ • ' ' ' ' 
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TABLE 1 (continued) 



Regression 

Coefficient Level of 
Independent Variable (t Statistic) Significance 



Diploma 


Omitted 


— 


Associate degree 


.1514 


• 0001 


(18.98) 




Baccalaureate degree 


.0902 


. OUUl 


(12.79) 




Graduate degree 


.1175 


.0001 


(9.38) 




Single 


. .1888 


.0001 


(28.58) 




Male 


.2126 


.0001 




(13.13) 




Children younger than 6 


-.3052 


.0001 




(-37.14) 




Children 6 and over 


-.0798 • 


nnm 
• UUUl 




(-10.82) 




Student 


.0237 


.0072 




(2.69) 




White 


Omitted 




Black 


■■ ■•. 
,2417 


.0001 




I lOi f>7) 




Hispanic . * 


.0935 


.0001 


(3.93) 




Other minority 


. 2741 


. UUUl 


(15.05) 




Non~SMSA 


• UU->/ 


. JoiU 




(.88) 




Northeastern region 


LanLCcea 




Western region 


~~^T0190 


.0182 


^ (-2.36) 


.0205 


North central region 


.0164 


(2.32) 




Southern region 


.0892 


.0001 


(12.55) 




Intercept ^ 


0.6082 


.0001 


(43.61) 




r2 


.25 




Dependent variable (full-time) 


mean .5254 




Number of Observations 


/ 27,331 
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TABLE^ 2 Regression Estimates 
for Licensed Registered Nurses 



of Deterrainants of Part-Time Work Status 



Independent Variable 



Regression 
Coefficient 
(t Statistic) 



Level of 
Significance 



Age less than 25 

Age 25-34 

Age 35-44 

Age 45-54 

Age 55-64 

Age 65 and over 

Experience less than 1 year 

Experience 1 year 

Experience 2 years 

Experience 3-5 years 

Experience 6-10 years 

Experience 11-15 years 

Experience 16-20 years 

Experience 21-25 years 

Experience 26 years and more 

Diploma 

Associate degree 
Baccalaureate degree 
Graduate degree 
Single 
Male 



Omitted 

-.0072 
(-.64> 

-.0458 
(-3.61) 

-.0818 
(-6.14) 

-.1047 
(-7.50) 

-.0584 
(-3.31) 
Omitted 

.0313 
(1.32) 
.0069 
(.52) 
.0438 
(3.90) 

.1061 
(9.29) 
.1584 
(12.74) 

...1370 
(10.14) 
.1182 
(8.05) 

.1191 
(8.57) 
Omitted 

-.0056 
(-.75) 

-.0486 
(-7.29) 

-.1052 
(-8.88) 

-.1082 
(-17.34) 

-a267 
(-8.28) 



.5223 
.0003 
.0001 
.0001 
.0009 

.1862 

.6010 

.0001 

.0001 

.00001 

.0001 

.0001 

.0001 

.4541 
.0001 
.0001 
.0001 
.0001 
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TABLE 2 (continued) 






- 


Regression ~ 






Coefficient 


Level of 


Independent Variable 


(t Statistic) 


Significance 


Children younger than o 




.0001 


(25.32) 




Children 6 and over 


.0955 


.0001 




(13.71) 




Student 


.0147 


.0766 




(1.77) 




White 


Omitted 




Black 


-.1366 


.0001 




(-9.97) 




HisDanic ' 


-.0290 


.1982 


(-1.29) 




Other minority ^ 


-.1931 


.0001 




(-11.22) 




Non-SMSA 


-.0199 


.0013 




(-3.22) 




Northeastern region 


Omitted 




Western region 


.0221 


.0036 


(2.91) 




North central region 


01 96 


.0033 


(2.94) 






-.0785 


.0001 


(-11.69) 




Intercept 


0.2002 


.001 


(15.18) 




r2 


.11 




Dependent variable (part-time) 


mean . 2541 




Number of Observations 


27,331 





o 
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TABLE 3 Regression Estimates of 
for Licensed Registered Nurses 



Determinants of Inactive Work Status 



Independent Variable 



Regression 
Coefficient 
(t Statistic) 



Level of 
Significance 



Age less than 25 
Age 25-34 
Age 35-44 
Age 45-54 
Age 55-64 . 
Age 65 and over 
Experience less than 1 year 
Experience 1 year 
Experience 2 years 
Experience 3-5 years 
Experience 6-10 years 
Experience 11-15 years 
Experience 16-20 years' 
Experience 21-25 years . 
Experience 26 years and more 
Diploma 

Associate degree 
Baccalaureate degree 
Graduate degree 



Omitted 
.1036 

iu.m 

.2520 
. (23.90) 

.. .3322 
. (29.99) 
.5147 
(44i31) 

.8892 
(60.67) 
Omitted 

-.0234 
(-1.19) 

-.0199 
(-1.81) 

-.0520 
(-5.55) 

-.1308 
(-13.76). 

-.2569 
(-24.83) 

-.3084 
(°-27.41) 

-.3538 
(-28.93) 

-.3700 
(-31.99) 
Omitted 

-.1223 
(-19.48) 

-.0447. 
(-8.06) 

-.0390 
(-3.95) 



.0001 
.0001 
.0001 
.0001 
.0001 

.2341 

.0700 

.0001 

.0001 

.0001 

.0001 . 

".0001 
.0001 
.0001 

.0001 
.0001 
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TABLE 3 (continued) 



Regression 

Coefficient Level of 
Independent Variable ( t. Statistic) Significance 

Single -.0811 .0001 

(-15.60) 

Male -11*06 .0001 , 

(-8.69) 

Children younger-than 6 .1146 .0001 

(17.74) 

Children 6 and over -.0134 .0175 

(-2.38) 

Student -.0173 .0127 

(-2.49) 

White Omitted 

Black -.0886 .0001 

(-7.7) 

Hispanic -.0603. .0013 

(-3.21) 

"Other minority -.0754 .0001 

(-5.26) 

Non-SMSA -.0019 .7133 

(-.37) 

Northeastern region Omitted — 

Western region .0011 .8625 

.(.17) 

North central region -.0276 .0001 

(-4.96) 

Southern region -.0009 .8734 

' (-.16) 

Intercept .1565 .0001 

(14.26) 

r2 .21 
Dependent variable (inactive) mean .1696 
Number of Observaitions , 27,331 
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Wage Analysis 

A multivariate regression was performed to assess a number of 
•factors that are believed to influence differences in nurses' wages. 
The 1980 Sample Survey data were used to examine the effect of the 
following independent variables on the dependent variable, monthly 
wage of full-time nurses: highest education, years of experience in 
nursing, job position, age, sex, race, geographic region, and 
residence in a non-SMSA. 

The estimated equation takes the form 



Yi = a + b^Xi + b2Xi + ... + b^Xi + 



e," 



1* 



•where Y is monthly, gross earnings as reported in the survey, and the 
X's represent the independent variables listed above. Each b 
represents the change in monthly earnings (Y) attributed to a change 
in a given variable, all other X's held constant. 

The results of the regression are presented in Table 4. In 
general, the relatively small value of (0.2) suggests that 
factors such as local labor markets, the personal attributes of 
individual nurses, and individual employer characteristics predominate, 
as wage determinants. 

TABLE 4 Regression Estimates of Determinants of Moiithly Wage Rates 
^or Full-Time Licensed Registered Nurses 



Independent Variable . 


Regression 
Coefficient 
(t Statistic) 


Level of 
Significance 


Diploma 


Omitted . . 




Associate degree 


85.04. 


.0451 


(2.00) 




Baccalaureate degree 


131.72 


.0005 


(3.49) 




Graduate degree / 


379.74 


.0001 


(5.71) 




Years of experience 


11.36 


■ .0001 / 


(4.29) 




Age 


-1.84 


.3918 


(-0.86) 




Job position 






Staff nurse 


Omitted 




Administrator 
Supervisor 

Head nurse 


^ 400.33 
(6.55) 
120.36 
(2.04) 

V 157.27 
(3.13) 


.0001 
0411 

, .0017 
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Regression 

Coefficient Level of 
Independent Variable (t Statistic) Significanc e 



baucator 


1 '^n 9 R 


.0666 




(1.83) 




Lii xnxc a 1 spec lai isu 


255.14 


.0001 


(3.85) 






140.09 


.0267 




(2.22) 




Male 


217.90 


.0033 




(2.94) 




White 







o 1 ac R 


359 86 


.0001 




(5.46) 




Hispanic 


103.67 


.3787 




(0.88) 




Other minority 


243.88 , 


.0040 


(2.88) . 




Non-SMSA 


-138.49 


.0002 




(-3.76) 




Northeast region 


Omitted 




North central region 


120.99 


.0022 


(3.06) 




Southern region. 


84.44 


.0274 . 


(2.21) 




Western region 


282.90 


.0001 


(6.26) 




Intercept. 


1148.58 


.0001 


(16.74) 




r2 


.02 





Dependent variable (monthly wage) 1472.52 
Number of Observations 14, 166 
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APPENDD^S 



Nursing Research: 
Definitions and Directions 



In order to provide further insight into the need for, philosophy, 
and scope of nursing research this appendix presents a position ... 
statement issued by the Commission on Nursing Research of the American 
Nurses' Association.' It is quoted here in its entirety:^ 

Recent years t^ave seen a growing awareness among the public 

that valuable resources are finite and their use must be , 

carefully considered. In this context, increasing 

attention is being given to the relative cost of various )♦ 

strategies for utilizing health care resources to meet the 

present and emerging needs of the nation. Concurrently, 

nurses are assuming increased decision-making. 

responsibility for the delivery of health care, and they 

can be expected to continue to assume greater 

responsibility in the future. Therefore, the timeliness 

and desirability of identifying directions for nursing 

research that should receive priority in funding and effort 

in the 19808 is apparent. 

The priorities identified below were developed by the 
Commission on Nursing Research ot the American Nurses * 
Association, a ninermember group of nurses actively engaged 
in research whose backgrounds represent considerable 
diversity in preparation and .experience. The priorities . 
represent the consensus of the commissioners, developed 
through a process of thoughtful, discussion and careful 
deliberation with colleagues* 

Accountability to the public for the humane use of 
knowledge in providing effective and high quality services 
is the hallmark of a profession. Thus, the preeminent goal 
of scientific inquiry by nurses is the ongoing development 
of knowledge for use in the practice of nursing; priorities 



* American Nurses! Association. Research priori^.ies for the 1980s: . 
Generating a scientific basis iEor nursing practic e (Publication No. 
D-68). Kansas City, Mo.: American Nurses^ Association; 1981 . 

■ ' ■ ' " ' ' ' ' ■ ' " 

■• ■ • \ . , 

/ ' . • . , \ Qfr^ . - - ■ . 
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are stated in that context. Other guiding considerations 
were the present and anticipated health problems of the 
population; a historic appreciation of tlie circumstances in 
which nursing action has been moat beneficial; nursing's 
philosophical orientation, in which emphasis is on a 
synthesis of psychosocial and biomedical phenomena to the 
end of promoting health and effective functioning; and 
projections regarding the types of decisions nurses will be 
making in the last decades of the twentieth century. New, 
unanticipated problems will undoubtedly confront the health 
care resources of the country; yet it is clear that many of 
the problems of the future are already manifest today. New 
knowledge is essential to bring about effective solutions. 
Nursing research directed to clinical needs can contribute 
in a significant way to development of those solutions. 



Definition of Nutsing Research 

Nursing research develops knowledge about health and 
the promotion of health over the full lifespan, care of^ 
persons with health problems and disabilities, and nursing, 
actions to enhance the ability of individuals to respond 
effectively to actual or potential health problems . 

These foci of nursing research complement those of 
biomedical re^search, which is primarily concerned with 
causes and treatments of disease. Advancements in 
biomedical research have resulted in increased life 
expectancies, including life expectancies of those with 
serious injury and those with chronic or terminal disease. 
These biomedical advances have thus led to growth in. the ^ 
numbers of those who require nursing care to live with 
health problems, such as the frail elderly, the chronically 
ill, and the terminally ill. 

Research conducted by nurses includes various types of 
studies in order to derive c linical interventions to assist 
those who require nursing care. The complexity of nursing 
research and its broad scope often require iacientific 
underpinning from several disciplines. Hence, nursing 
research cuts across traditional research lines, and draws 
its. methods from several - fields . 

Di'rectioi/s for Research 

Prtqy ity should .- be given to nu r sing re8 eareh--t-ha^fe--vottl4 

generate knowledge to guide practice in: . 

1. Promoting health, well-being, and competency for 
personal care among all age groups; 
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2. 'Preventing health problems throughout the life span 
that have the potential to reduce productivity and 
satisfaction; 

3t Decreasing the negative impact of health problems 
on coping abilities} productivityi and li£e satisfaction of 
individuals and families; 

4* Ensuring that the care needs of particularly 
vulnerable groupa are met through appropriate strategies; 

5. P^esigning and developing health care systems that 
are cost*^*effectivc in meeting the nursing needs of the 
population. 



Examples 

Examples of research consistent with these priorities' 
include the follo\.\ing: 

• Identification of determinants (personal and 
environmental, including social support networks) of 
wellness and health functioning in individuals and 
families, e«g« avc^idance of abusive behaviors such as 
alcoholism and drug use, successful adapation to chronic 
illness, andf coping with the last days of life. ' 

• Identification of. phenomena that negatively 
influence the course of recovery and that may be alleviated 
by nursing' practice^ such as, for example, anorexia, 
diarrhea, sleep deprivation, def icieric>ies : in nutrients, 
electrolyte imba If /flees, and infections* 

• DevelopmeT/t and testing of care strategies to do 
the foil wing: 

Facilitate individuals' ability to adopt and maintain 
health enhancing behaviors (e«g« alteriatians in diet 
and ex^'icise) • « ' 

Enhance patients' ability to manage acute. and chronic 
' illness in such a way as to minimize or eliminate the 
necessity of institutionalization and to maximize 
well-being. " \ * . 

Reduce stressful responses associaited with the medical 
management .of patients (e« g« surgical procedures,? 

— int^usi-va-axam-in ation proc e durca, or use of exte nsirve-^ 

monitoring devices). 

Provide more effective care to high-risk populations 
(e.g. maternal and child care service to vulnerable 
mothers^and infants, family planning services to young 
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teenagers, services, designed to enhance self-care in 
the chronically ill and the very old)» 

Enhance the care of clients. culturally different from 
the majority (e.g. Black Americans, Mexican-Americans, 
Native Americans) and clients with special problems 
(e.g. teenagers, prisoners, and the mentally ill), and 
the underserved (the elderly, the poor, and the rural). 

• Design and, assessment, in terms of effectiveness 
and cost, of models for delivering nursing care strategies 
found to .be effective in clinical studies. 

All of the foregoing are directly related to the priority of 
developing the knowledge and information needed for improvement of 
the practice of nursing. i . . i 

While priority should" be given to this form of clinLcal 
research, there is no intent to discourage other forms of nursing 
research. These would include such investigations as those 
utilizing historical and philosophical modes of inquiry, and 
studies of manpower for nursing education, practice, and research, 
as well as studies of quality assurance for nursing and those for 
establishment of criterion measures for practice an^ education. 
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APPENDIX 9 



Participants in the Study's Workshops 
and Advisory Panels 



The committee was privileged to draw on the knowledge of many 
distinguished people during the course of the study; they are listed 
in this appendix. Many leaders in the nursing profession gave 
generously of their time* Their contributions to consideration of 
issues in nursing educationi in nursing research, and in nursing 
services were. invaluable* In addition, as the> listings illustrate, 
the study's advisory panels and workshops drew on participiants 
representing a broad range of other professional backgrounds and 
experience* Their assistance, also, was invaluable in consideration 
of issues related to identification of data. required for the study, 
trends, and projection methodologies; the cost and financing of 
nursing education; and the economics of nurse supply and demand. 

Members of each of the five advisory panels usually met together ■ 
.twice. The advice of: individual members was solicited more. , 
.. frequently, on an informal basis* The Economics Workshop was. a 
day-long meeting; sessions of the Workshop on Advanceid Nurse Education 
^covered 2 days. 

Advisory Panel on Nursing Education Costs and Financing to the 
lOM Study of Nursing and Nursing Education 

* Roger J* Bulger, chair 

President, University of Texas Health Science Center at Houston 

Eileen Alessandro 

Executive Director, Association of Diploma Schools of. Prof essional 
Nursing ^ 

Steven D* Campbell 

Director, Financial Management Center, National Association of 
College and University Business Officers 



^ ' ' . ' . ■ * ■■ ■ 

* Manber — lOM Study Connnittee on Nursing and Nursing Education* 
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Joseph Paul Case 

liirector of Program Adrainiotration, College Scholarship Service, 
College Board ' 

Salvatore B« Corrallo 

Director, Student and Institutional Financing Division, Office of 
Program Budgeting and Evaluation, , Department of Education » 

Joseph C. Czerwinski 

President, The Czerwinski Group, Inc. , Milwaukee, Wisconsin 

Ruth S. Hanft 
Consultant 

Gladys Chang Hardy 

Program Officer in Charge, Education and Culture Program, The Ford 
Foundation 

Rose Muscatine Hauer 

Director of Nursing Service, Dean, School of Nursing, Beth Israel 
Medical Center, New York City 

Robert Kins inger 

Vice President, W.K. Kellogg Foundation 

«. 

Wayne R. Kirschling 

Deputy Commissioner, Indiana Commission for Higher Education 
Lucille Knopf 

Division of Research, National League for Nursing 

Mary Nell Lehn hard . , . 

Executive Washington Representative, Federal Financing'and Tax . 
Legislation, Blue Cross and Blue Shield Association 

*i — 

Lawrence S. Lewin ^ 
President, Lewin and Associates, Washington, D.C, 

Robert ki Wallhaus ' 
Deputy Director for Academic and Health Affairs, Illinois Board of 

Higher Education 

f ... 
* Ruby L. Wilson 

Dean and Professor, School of Nursing, Duke University 
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Advisory Panel on Data Needs for the lOM Study of Nursing 
and Nursing Education 

* Edward B« Perrin, chair 

Director, Heelth and Population Study Center, Battelle Human 
Affairs Research Centers 

Myrtle Aydelotte 

Executive Director, American Nurses' Association (retired December 
1981), Consultant (January 1982) 

Walter Johnson 

Director of Research, National League for Nursing 
Wayne R. Kirschling 

Deputy Commissioner, Indiana Commission for Higher Education 
Evelyn B* Moses 

Acting Chief) Data Development and Evaluation Section, Division of 
Health Professions Analysis, Health Resources Administration, 
Department of Health and Human Services 

Now with Division of Nursing, Bureau of Health Professions 
Analysis, HRSA, DHHS 

Carol S* Weisman 

Associate Professor, School of Hygiene and Public Health, Johns 
Hopkins University 

Advisory Panel on Intervention Strategies 
to the lOM Study of Nursing and Nursing Education 

* Robert C. Wood, chair (November 1981-January 1982) , 
Director of Urban Studies, Professor of Political Science, 
University of Massachusetts Harbor Campus 

* Arthur E. Hess, chair (February f982-April 1982) 
Scholar-inrResidencfe, I titute of Medicine, National Academy of. 
Sciences ^ ' 

.3*L>Ot-is-Rr*--Bowen ^ — ■ — . 

Professor and Director, Undergraduate Family Practice Education, 
Indiana University School of Medicine 

Shirley S. Chater 

Vice Chancellor, Academic Affairs, University of California, San 
Francisco. 

Robert A. Derzo^i 

Vice President;, Lewin and Associates^ Inc. , Washington, D.C. 
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Vernice Df Ferguson 

Director, Nursing Service, Veterans Administration Central Office 
Wayne R. Kirschling 

Deputy Commissioner, Indiana Commission for Higher Education 
Nan S. Robinson 

Vice President for Administration, Rockefeller Foundation 
Frank A. Sloan 

Professor of Economics, Vanderbilt University 
Nathan J. Stark 

Senior Vice Chancellor, Health Sciences, University of Pittsburgh 

Advisory Panel on Nursing Education/Nursing Service 
to the lOM Study of Nursing and Nursing Education 

* Edyth H. Schoenrich, chair 

Associate Dean, Johns Hopkins University School of Hygiene and 
Public Health 

Virginia Allen 

Director of Accreditation, National League for Nursing 
Myrtle Aydelptte 

Executive Director, American Nurses' Association (retired December 
1981), Consultant (January 1982) 

Madeline A. Bohroan . ^ 

Executive Director, Bellevue Hospital Center, New York City 

Rose Marie Chioni 

Dean, School of Nursing, University of Virginia 
Barbara A* Donaho 

Corporate Director of Nursing, Sisters of Mercy Health Corporation 
Sister Rosemary Donley 

Dean, School of Nursing, Catholic University of America^ 



* David H, Jeppson 

Executive Vice President, Intermountain Health Care, Inc«, Salt 
Lake City, Utah^ 

' Patricia Perry 

Dean, .Bishop Clarkson Memorial Hospital College of Nursing, Omaha, 
Nebraska 
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Doris L« Wagner 

Chief Nurse, Bureau of Public Health Nursing, Division of Public 
llaaXth, The Health and Hospital Corporation of Marion County, 
Indianapolis, Indiana 



Advisory Panel on Trends and Projections 
to the lOM Study of Nursing and Nursing Education 

* Charles D. Flagle, Chair C 

Professor and Head, Division of Operations Research, Department of 
Health Services Administration, Johns Hopkins University School of 
Hygiene and Public Health 

John Drabek 

Chief of Supply and Requirements i Forecasting Branch, Health 
Resources Administration, U.S. Department of Health and Human 
Services 

Hesook Susie Kim 

College of Nursing, University of Rhode Island 

* Carol Lockhart 

. Director, Division of Health Resources, Arizona Department of 
Health Services, Phoenix 

William Losaw 

Statistician, Health Resources Administration, Department of 
Health and Human Services 

Scott A. Mason 

President, National Health Advisors, Ltd., McLean, Virginia 

* Edward B. Perrin 

Director, Health and Population, Study Center, Battelle Human 
Affairs Research Centers 

* John D. Thompson 

Professor of Public Health and Chief, Division of Health Services 
Administration, Yale University School of Medicine 



Richard F. Tompkins 

Deputy Director, Study of the Costs and Financing of Graduate 
Medical Education, Arthur Young and Company 

Donald E. Yett 

Professor of Economics and Director, Human Resources Research 
Center, University of Southern California 
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Economics Workshop of the lOM Study of Nursing and Nursing Education 

October 16, 198! , ^ 

Part ic ipants 

Isabel '^V. Sawhill, chair 

Senior Fellow, The Urban Institute 

Linda H. Aiken - ^ 

Vice President for-RB'Sewch~The~Robert-Wood"-;Johnson~Foundatrion 
^JStuart H. Altman. 

Dean, The Florence Heller Graduate School for Advanced Studies in 
Social Welfare, Brahdeis University 

Myrtle Aydelotte r . 

Executive Director, American Nurses ' ^Assoc iat ion (retired December 
1981), Consultant (January 1982) 

Harold Cohen ^ ^ ^ ^ 

Executive Director, Maryland Health Services Cost Review Commission 

Charles D. Flagle' 

Professor and Head, Division of Operations Research, Department of 

Health Services Administration, Johns Hopkins University School of 
Hygiene and Public Health ! 

Lois Friss 

Assistant Professor, Graduate Program in Health Services 
Administration, School of Public Administration, University of 
Southern California . 

Heidi I. Hartmann 

Associate Executive Director, Commission on Behavioral and Social 
Sciences, and Education, National Academy of Sciences 

Jesse S. Hixson * 

Chief, Modeling and Research" Branch, Division of Health Professions 
Analysis, Health Resources Administration 

David H. Jeppson 

Executive Vice President, SLnt^rmountain Health Care, Inc. , Salt Lake 
City, Utah 

Charles R. Link 

Professor, Department of Economics, University ofDelaware 
Russell F. SiBttle 

Associate Professor, Department of Economics, University of Delaware 
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Frank A* Sloan 

Professor of EconoraicSi Vanderbilt University 
Gary S* Syke^s 

NIE Associate, National Institute of Education 
John p, Thompson 

Professor of Public Health and Chief, Division of Health Services 
Administration, Yale University School of Medicine 



William White 
Associate Professor, 
at Chicago 



Department of Economics, 



Un ivers i ty of 111 ino is 



Donald E, Yett 

Ptofessor of Economics and Director, Human Resources Research 
Center, University of Southern California 

Advanced Nurse Education Workshop of the lOM Study of Nursing 

and Nursing Education 
^ March 9-10, 1982 

Edyth H. Schoenrich, chair ^ 

Associate Dean, School of Hygiene and Public Health, Johns Hopkins 

University 

Faye G. Abdellah 

Deputy Surgeon General and Chief Nurse Officer, U.S. Public Health 
Service 

Ira Trail Adams ^ ° 

Dean and Professor, Collegie of Nursing, University of Tulsa 
Kathleen C. Andreoli 

Executive Director of Academic Services, Office of the President, 
School of Nursing, The University of Texas Health Science Center 

Myrtle Ay delotte 

Executive Director, American Nurses' Association (retired December 
1981), Consultant (January 1982) - . 

Madeline A, Bohraan 

Executive Director, Bellevue Hospital Center, New York City 
Pauline F;' Brimmer 

Director, Research and Policy Analysis Department, Merican Nurses' 
Association 
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Joan E. Caserta . / ^ 
Assistant Comraissioner of Health for Personal Health Services, 
Westchester County Department of Health 

Rose Marie Chioni 

Dean, School of Nursing, University of Virginia 
Luther Christraan , ^ ^..^ 

The John L. and Helen Kellogg Dean, College of Nursing,: Rush 
"University ~ '.. ] ~- 

Anna B. Coles 

Dean and Professor, College of Nursing, Howard University 
Verla Collins 

Director of Nursing Education and Education Information, 
"intertttountain Health Care, Inc. 



Peter Dans. 

Associate Professor and Director, Office of Medical Evaluation, 
Johns Hopkinis University School of . Hygiene and Public^Health 

Robert A. .Derzon.., 

Vice Presidisnt, Lewin and Associates, Inc. 
Donna Diers ' 

Dean, School of Nursing, Yale University 
Barbara A. Donaho 

Corporate Director of Nursing, Sisters oE Mercy Health Corporation 
Sister Rosemary Donley 

Dean, School of Nursing, Catholic University of Ameri^ca 
Jo Eleanor Elliott 

Director', Division of- Nursing, Bureau of Health Professions 
Analysis, Health Resources and Services Administration , Department 
of Health and. Human Services 

Eunice M. Ernst 

Director, Cooperative Birth Center Network — ^Maternity Center 
Association, Perkioraenville, Pennsylvania 

Geraldene Felton . .. 

Dean, College of Nursing, University of Iowa 

Vernice D; Ferguson,. - ; 

Director, Nursing Service, Veterans Administration Central Office 
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Cynthia Freund 

Director, Nurs.ing^Adraini.stratipn.Prpgr of Nursing, 

University of Pennsylvania 

Helen Grace 

Dean, College of Nursinig, University of Illinois Medical Center 
John R. Hogness 

Presid ent, Assoc iation of Academic Health Centers 

Ada K* Jacox 

Professor of Nursing and Director, Center for Research, School of 
.Nur8ing,,-^Uniyersity of Maryland 

Jean E. Johnson 

Professor in Nursing and Associate Director of Oncology Nursing in 
Cancer Center, University of Rochester Medical Center 

Jean A. -Kelley 

Assistant Dean, Graduate Program, School of Nursing, University of 
' Alabama at Birmingham 

. Jerri Laube 

Dean and Professor, School of Nursing, University of Southern 
Mississippi 

Barbara J. Lee 

Program Director, W. K. Kellogg Foundation (retired October 1982) 
* Carol Lockhart 

Director, Division of Health Resources, Arizona Department of Health 
Services, Phoenix 

Barbara Wertman Lowery \ 

Associate Professor, School of Nursing; University of Pennsylvania 
Jannetta MacPhail 

Dean and Professor, School of Nursing, University of Alberta 
Kathleen McCormick ■ 

Assistant for Research to the Chief , 'Nursing Departiaent, National 
Institutes of Health 

Maurice I» May 

Chief Executive Officer, Hebrew Rehabilitation Center for the Aged 
Marion I; Murphy 

Executive Director, American Association of Colleges of Nursing 
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Patricia Perry 

Dean, College of Nursing, Bishop Clarkson Memorial Hospital, College 
oi' Nursing, Omaha, Nebraska 

Jessie M* Scott 

Associate Professor, School of Nursing, University of Maryland 
Frank A. Shaffer. 

_Dir<^j;tQr, Contimiing Educat ion Se rvice and Director, National Forum 
-^f— Admirni^^-rator-s-of-^u^rs^lng-iServ^ Nursin g 

Barbara J. Stevens 

Director, Division of Health Services, Sciences, and Education, 
Teachers College, Columbia University 

Frances D. Tompkins 

Director of Nursing, Union Memorial Hospital, Baltimore, Maryland 
Rheba de Tornyay ^ 

Dean and Professor, School of Nursing, University of Washington 

Debbie Turner . 
Professional Staff Member, Committee on Labor and Human Resources, 
United States Senate 

Patricia L. Valoon 

Director of Nursing, University Hospital, New York University 
Medical Center . , - ' ^ 

Doris L. Wagner , 
Chief Nurse, Bureau of Public Health Nursing, Division of Public 
Health, The Health and Hospital Corporation of Marion County, 
Indianapolis , Indiana 

the Ima Wells . . ^ 

Associate Professor, School of Nursing, University of Michigan 

Carolyn Wildiams _ q , 

Associate Pfofegsor of Nursing. and Epidemiology, School of Public 
Health, Univ^sity of North Carolina ^ - . ' 

■Ruby L. Wilson V 
Dean and ProfessOi^*, School of Nursing, Duke University 

\, \ ' . . '* ^' ' * •■ ' 
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Oisting of Background Papers 



The following papers 'were preparecl by s taff members or 



consultants to the study. Each'\deals with some particular aspect of. 
nursing issues in considerably more detail than was possible to 
include in the report.! They are solely the product of their authors, 
not of the study committee. They are made available to readers 
through the Publication-on-Demarid service olE the National Academy 
Press, and can be obtained from Publication-on-Deraand, National 
Academy Press, ^2l6i Constitution Avenue, N.W. , Washington! D.C. 20418, 
or. by calling (202) 334-3113. 

1. Myrtle K. Aydelotte * 

Approaches to Conjoining Nursing Education and Nursing Service 

2. Julia Bauder . 

Methodologieia for Projecting the Nation's Future Nurse 
Requirements r 

. 3. Katharine G« Bauer and Eugene Leyine 

Analysis of Career Differences ATnong Registered Nurses WitV i 
^ Different Types of Nurse Education ' 

4. David Calkins 

Role Variability in Nursing 

•5. . Michelle Habibi 

Le^al Issues Influencing Nursing Practice 

6. Eugene Levi ne' . ■ . 

. . The Registered Nurse Supply and Nurse Shortage 

.7. Deborah L. Parham 

Nursing in: Underserved Areas . 

8.. Gail Wiscarz Stuart * »: 
Nursing Role Satisfaction 

'9. Margaret p. West' - " 

The Projected Supply of Regi>^tered Nursee, 1990; Discussion and 
, Methodology :: 

10., Sunny G. Yoder 

The Institutional- Costs of Nursing Educati on 

• ■■. ' • '* "311 '. 
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